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REVENTIVE medicine is that part of medicine which is primarily interested 

in disease prevention and health promotion. That phase of preventive 
medicine which is applied on an organized community basis is known as public 
health. Because public health is the legal responsibility of some official health 
department, the general practitioners of medicine are apt to think of all pre- 
ventive medicine as something in which they may have an interest but in the 
practice of which they have no responsibility. 

The modern public health movement first directed attention to the physical 
environment. The average private practitioner took no part in this because it 
had nothing to do with the medical care of the individual patient. 

Community efforts to control communicable disease, based upon Pasteur’s 
discoveries, brought the medical practitioner into public health because the 
program for control, in many of the communicable diseases, rests upon the 
accuracy of diagnosis and the reporting of the case by the private practitioner. 

A later development, and the one in which the medical practitioner is chiefly 
concerned, has to do with the health supervision of the individual. 

This idea of health supervision was first developed with regard to infants. 
Some fearless person was bold enough to suggest that parenthood, in itself, did 
not endow the mother and father with child-caring skill. The number of babies 
who died attested to the failure of the maternal instinct. 

It was in France that the first centres for the supervision of well babies 
were started. The movement spread and, usually under medical inspiration and 
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guidance, well-baby clinics began to appear in cities and towns in all countries. 
Parents became convinced of the value of these clinics, and so, from the public 
came a demand that the health departments provide such facilities. 

Our public school systems soon recognized that lost time resulting from 
absence due to disease, and to the communicable diseases in particular, was the 
cause of a fairly large number of repeaters, and, as such, that it increased the 
cost of education. 

This conviction led to the establishment of school health services under 
which health supervision was extended to children of school age. 

The workers in industry were the next group to come into line for health 
supervision. Employers realized that both from a humanitarian and an economic 
point of view, it would be desirable to ensure that the health of their employees 
be maintained. Industries established health services, and in many of these, 
regular health supervision has been provided for all workers. 

The health supervision for infants, school children and industrial workers 
was given almost entirely by physicians employed for that particular service. 
Very little of it was given by the medical practitioner as a part of private practice. 

There are certain reasons which explain, at least in part, why medical 
practitioners have not seized the opportunity of extending their practice into the 
field of preventive medicine. 


The future medical practitioner enters upon the study of medicine with the 
thought in mind that he will learn about disease. The average medical student’s 
attitude towards the laboratory subjects is that they are a necessary step in his 


preparation for an understanding of disease processes. That this is a natural 
point of view is obvious when we consider that the medical student is recruited 
from a society which leaves it to the individual to decide when he is “sick enough 
to have a doctor.” 

In our medical schools, the student is directed to a study of disease in the 
individual. With the notable exception of the Department of Paediatrics, and 
naturally the Department of Preventive Medicine, rarely is there found a clinical 
department which emphasizes health as the primary objective of medicine. 
The modern paediatrician does emphasize health because he is teaching his 
students what he himself practises. 

If, by chance, the undergraduate does acquire some interest in preventive 
medicine, he will likely lose it during his intern years, for this important period 
is spent among the sick in a hospital environment. Rarely does the intern 
know, except from a history, what are the living conditions of his patient. His 
whole time and energy are directed to diagnosis and treatment. He sees his 
clinical chiefs, the men whom he admires, doing the same thing. Is it any 
wonder, then, that when he goes into private practice he continues along the 
lines he has been taught by precept and example ? 

Furthermore, he finds that medical societies are interested in two things: 
curative medicine and medical economics. His post-graduate work, his reading 
will almost surely be devoted to improving himself in diagnosis and treatment, 
so that inevitably, at best, preventive medicine is of very secondary importance 
to him. 
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The proof of this is seen in how, in most places, unless it is required by 
law, smallpox vaccination, the oldest specific measure of disease prevention we 
possess, has fallen into disuse largely because the private physician has passed 
the responsibility for vaccination to the health department. Very few centres 
of population have secured a large number of diphtheria immunizations except- 
ing where the health department has carried on an organized campaign. 

It is surprising to find how much raw milk is still used in communities 
where pasteurized milk is available. It appears that the private practitioners in 
these places do not encourage the use of pasteurized milk. This, I take it, 
indicates their failure to assume responsibility for advising families regarding 
the importance of environmental conditions. 

The private practitioner seems to be diffident about advising a preventive 
service for which he will charge a fee, and yet he would not be embarrassed in 
taking a fee for the medical care of a case of smallpox or diphtheria, even though, 
in these cases, the fee would be much higher than it would have been for his 
preventive service. 

I do not believe that the practice of preventive medicine by the private 
practitioner will ever be extensive as long as it rests upon a fee basis. I do not 
believe that any large part of the population will use their money to pay for such 
services on a fee basis. They will, I believe, do it as part of a group—they are 
doing this now through taxation which supports health centres where health 
supervision services are provided. 

The private practitioner should be the one to provide health supervision if 
he is both able and willing to give better supervision than that available in 
organized health clinics. The health clinic will hold its present dominating 
position just so long as it gives a better service and until some method is devised 
of paying the private practitioner for his preventive services other than on a 
fee basis. 

Early diagnosis is essentially a preventive measure because through proper 
treatment, following upon the early recognition of abnormal states, the progress 
of the undesirable condition may be most readily halted or corrected. It is 
always particularly distressing to find a patient who has passed through the 
hands of a private practitioner and the latter has failed to seize the opportunity 
of finding early tuberculosis, latent syphilis or early cancer. 

Health supervision implies a complete and thorough medical examination 
for the detection of any abnormal physical condition. This, we must admit, is 


the beginning and the end of health supervision with many physicians. They 


examine their health client, find nothing physically wrong, and pass him on as 
fit, or if they find something abnormal, they recommend treatment and consider 
that their responsibility is ended. 

Health supervision is much more than a complete physical examination, 
valuable as such an examination is. Health supervision implies guidance and 
help into a manner of living which will secure for the individual a full develop- 
ment of his physical and mental capacities, so that he may live a more effective, 
efficient and happy life. 


This implies that the private practitioner will be just as interested in the 
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normal as in the abnormal, and be just as capable of writing a health prescription 
as he is of combining drugs for treatment. 

There is one particular aspect of the subject to which I desire to draw your 
attention. Individuals must be considered both physically and mentally. Pre- 
ventive medicine is just as much concerned with mental health as with physical. 
The two must go together, for no man can be said to be healthy unless in him are 
combined physical and mental health. 

The prevalence of frank mental disease, together with the minor mental 
maladjustments which lead to warped, twisted, unhappy, anti-social lives, repre- 
sents one of the most persistent and expensive medical problems with which we 
have to deal. 

Preventive medicine has become interested in this problem because, while 
our knowledge of mental disease and mental health is still comparatively limited, 
there is, we believe, a sufficient body of knowledge to enable us to undertake a 
definite program for the prevention of mental disease and the promotion of 
mental health. 

The private practitioner has an unexcelled opportunity to instruct, to guide 
and plan a routine or course of life which will promote mental health along with 
physical health. If the physician is to assume this role, it follows that he must 
have a grasp of psychology that is comparable to his understanding of physiology. 
His reading must cover the work that is being done in the mental field. Much 
more attention should be given in medical schools to instruction and practice in 
the application of the principles of mental hygiene ; otherwise, the practitioner of 
medicine, while recognizing the problem, will be at a loss as to what to do when 
he is confronted with a particular situation. 

Just so long as our mental hospitals are filled and our penal institutions 
overcrowded, we can hardly express pride in the results of our child-rearing. 
Some of us keep out of mental hospitals and gaols, but of those who do, a large 
percentage are unhappy and ineffective. 

It is fairly obvious that children need guidance, by which I mean direction 
without domination. How can they secure such guidance unless from parents 
who know how to guide, and to whom should the parents turn for instruction ? 
The answer is and should be the family physician. 

As the years go on, the habits of life of the individual must be changed in 
order to meet altered conditions. This we know to be true as regards physical 
health, and it is just as true where mental health is concerned. The earliest years 
of life are perhaps the most important, because a good foundation is essential to 
a sound superstructure. Nevertheless, every period of life presents its own 
problems, and no matter how sound the foundation, its value may be destroyed, 
for practical purposes, by later conditions. 

Adults require an interesting occupation, play and recreation, which is 
another way of saying that they need the opportunity for expressing themselves 
in a physical, mental and spiritual sense. In addition, they must have a feeling 
that they are doing something worth while, or that they are developing and that 
they have a chance to get on in this world. The evils of unemployment are not 
limited to the physical deprivations ; they are much more serious when they take 
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away from a man or woman the opportunity to work, to do things which make 
the individual feel that he or she has a place in the community. 

Throughout life, we require a sense of economic, social and personal 
security. It is no easy problem to secure this for every individual. Obviously, 
all those who have dealings with human beings have a part to play in such a 
program. The family physician occupies an important position because it is 
from him that the greatest number of individuals will receive guidance, and it is 
to him that most of the early sufferers from impaired mental health will come. 

What I hope you will see is that there is a wide field for preventive medicine 
in mental hygiene. Either the medical practitioner must take the opportunity 
that is offered him, or it will be eagerly seized by the irregulars who are already 
crowding into a field that lends itself to them. 

The day has passed when slapping a man on the back and telling him he is 
all right, or sending him on a holiday as a cure for fears and worries, can be 
considered good practice. The underlying causes of mental disabilities, as well 
as physical, must be sought for and corrected if a cure is to be effected. 

To summarize what I have in mind—preventive medicine should constitute 
a major part of general practice. This is particularly true because of the lower 
incidence of many of the acute infections and, with an increasing span of life, 
the greater importance of chronic diseases. It may be that preventive medical 
services can best be supplied for certain communities or age groups through 
organized community schemes on the basis of quality of work and because of 
lower costs. 

Preventive medicine is a wide field, embracing specific preventive measures, 
early diagnosis and health guidance. It is open to the general practitioner pro- 
vided he is prepared to give a service that is comparable to his other medical 
care services. It would appear that this will come about only if there is a 
change in the attitude of clinical teachers whereby they will stimulate the 
interest of the medical students in health as well as in disease. Interest, when 
aroused, must be maintained by providing the student and the intern with an 
opportunity to deal with the apparently well, to learn the needs of these indi- 
viduals from experience, to gain the point of view that the family is the unit and 
that the aim of medicine is to give to each individual and family a fair chance for 
sound development, physically, intellectually, emotionally and socially, while 
building desirable attitudes towards life. 

In justice to the practitioners of medicine, it should be pointed out that the 
type of service they supply is determined by the public demand, and as long as 
the public demand is for diagnosis and treatment only, the present condition 
will persist. 

Unfortunately, the economic factor must be considered, and it is unlikely 
that any large percentage of the population will seek preventive care if they 
have to pay for it on a fee basis. This, I believe, means that the medical pro- 
fession should encourage plans for providing such preventive services as can be 
best provided through the general practitioner on some basis of group payment. 
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N 1925 when a sub-committee on tuberculosis was formed under the auspices 

of the National Research Council a wide program of research in tuberculosis 
was outlined and adopted. This program included the repetition of the vaccina- 
tion experiments of Calmette and Guérin, without modification or with such 
modification as the individual investigator might desire, and the determination 
of the duration of immunity. 

The University of Montreal, in co-operation with the Institut Pasteur, 
Paris, and with the assistance of the National Research Council, Ottawa, was 
entrusted with this task. Vaccination against tuberculosis according to Cal- 
mette’s method was inaugurated in June 1926 and its use has been continued 
without interruption. The preparation of the vaccine is the responsibility of 
Dr. Armand Frappier, Professor of Bacteriology in the University of Montreal, 
to whom we are greatly indebted for his unceasing co-operation. 

Vaccination against tuberculosis with BCG was offered to physicians in 
private practice, to hospitals, and various institutions. The vaccination is per- 
formed either in the home or the institution in which the birth has occurred. 
Our desire was to perform as many vaccinations as possible in order that the 
data might be statistically significant. The observations have been made by 
four public health nurses generously placed at our disposal by the National 
Research Council. In the collection of the information we have followed, as 
closely as possible, the protocol proposed by the Technical Conference for the 
Study of Vaccination against Tuberculosis by Means of BCG, convened by the 
Health Organisation of the League of Nations in Paris in 1928. 

Our eleventh annual report shows that the total number of vaccinations is 
now 20,000. Of this number, 10,250 have been investigated. These are divided 
into the following groups: living in a tuberculosis-free environment, 9,063; 
living in contact with positive-sputum cases, 793; and living in contact with 
clinically diagnosed cases of tuberculosis, 394. In addition to these cases, we 
have followed a group of 1,606 unvaccinated children, 1,239 of whom are living 
in contact with positive-sputum cases and 367 living in contact with clinically 
diagnosed cases of tuberculosis. 

For the purpose of our study, we have confined ourselves to children in 
contact with positive-sputum cases. This group includes 725 vaccinated and 
1,178 unvaccinated children serving as controls—a total of 1,903. 
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In order to facilitate comparison, the vaccinated and control groups have 
been considered according to age, age at beginning of contact, duration of contact, 
and response to the tuberculin test (Mantoux). In relation to each of these 
sub-groups we have studied the deaths from all causes, the deaths attributed to 
tuberculosis, tuberculosis morbidity, and the total tuberculous pathological in- 
fection. The study as conducted has permitted of the largest number of observa- 
tions of which we are aware. We believe that the data therefore are significant. 

After eleven years of experience, it is reasonable to attempt to answer the 
following questions: firstly, what are the findings among vaccinated children 
who have lived in a tuberculosis-free environment; and, secondly, among those 
living in a tuberculous environment? Has any immunity been established ? 
If the answer is yes, what is the duration of such immunity? 


HARMLESSNESS OF THE PROCEDURE 


The harmlessness of Calmette’s method of vaccination against tuberculosis 
is well established. As a proof of this statement, we offer the nine thousand 
vaccinations administered, without untoward reactions, to babies that were born 
into and living in tuberculosis-free families. The age distribution of these 
children now extends up to 13 years. Among them have been recorded 275 
deaths, a rate of 41.6 per thousand. None of these deaths was attributed to 
tuberculosis. Moreover, we have observed consistently a mean reduction of 50 
per cent in the general mortality of the vaccinated children living in a con- 


taminated environment when compared with our control group. This reduction 
pertains not only with babies from one to twelve months but also in the whole 
group of children up to thirteen years. All workers in different countries have 
come to the same conclusion, so that the harmlessness of the procedure is no 
longer questioned. 


IMMUNITY AGAINST TUBERCULOSIS 


In tuberculosis, we possess no biological test to determine the existence of 
immunity. This being the case, the only method left at our disposal is a 
statistical comparison of the tuberculosis morbidity and mortality between a 
group of vaccinated children and a similar group of unvaccinated children serving 
as controls, all living in tuberculous families. This special phase of the problem 
has been the chief goal of our work. From our broad experience, the following. 
facts have been observed. 


1. Tuberculosis Mortality 


The tuberculosis mortality has always been lower in vaccinated children 
than in the controls. The average differences in mortality are in favour of the 
former and these differences amount to 72 per cent for babies from one to twelve 
months old and to 69 per cent for children up to thirteen years old. The actual 
number of these deaths since 1926 has been 11 among the vaccinated children 
and 58 among the controls. Of these deaths, 3 in the vaccinated group and 6 
among the controls were verified by autopsy. 
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We admit that these numbers are small but we must not forget that we are 
dealing with deaths occurring usually in private families and an autopsy is out 
of the question. For this reason some authors give more consideration to the 
general mortality rates where the difficulty of differential diagnosis does not 
arise. In our study, an average difference of 51 per cent in favour of the 
vaccinated children has been maintained. This difference arises chiefly in the 
reduction in tuberculosis mortality, because, in mortality from other causes, the 
observed difference in favour of the vaccinated group is reduced to 35 per cent. 


2. Tuberculosis Morbidity 


The cases of tuberculosis occurring in vaccinated children (47) and controls 
(145) have all developed in children giving a positive reaction to the Mantoux 
test. Moreover, the cases of tuberculosis of the lungs (35 among the vaccinated 
children and 106 among the controls) have been accepted as such only after a 
positive X-ray. When this analysis is extended to all children up to thirteen 
years of age, the difference in morbidity is in favour of the vaccinated group and 
amounts to 47 per cent. 


3. Total Tuberculous Pathological Infection 


Under this heading have been included all cases and deaths of tuberculosis. 
When these are considered, the observed difference in rates is in favour of the 
vaccinated children over the controls and amounts to 53 per cent. 

All the observed differences in mortality and morbidity experience are 
therefore to the advantage of the vaccinated children. Such has been the case 
not only in one particular year, but systematically and invariably during the 
entire thirteen years of observation. To what factor can these differences be 
attributed if not to an increase in resistance following vaccination ? 


DURATION OF IMMUNITY 


For the study of the duration of immunity, both of our groups must be 
analysed yearly since vaccination has always been performed in the first ten 
days following birth. 


1. Tuberculosis Mortality 


The observed differences in tuberculosis mortality between vaccinated 
children and controls, by age, are all in favour of the vaccinated children. The 
differences are as follows: children from one to twelve months, 71 per cent; 
from one to two years, 54 per cent; from two to three years, 86 per cent; from 
three to four years, 66 per cent; and from four to five years, 33 per cent. The 
differences are thus consistently maintained in favour of the vaccinated children 
but do not decline uniformly after the second year as would be expected. This 
can be readily attributed to the small numbers of deaths in both groups. Larger 
numbers of cases which are bound to accumulate year after year with the 
maintenance of our work will necessarily increase the value of our findings. 
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2. Tuberculosis Deaths by Age at Beginning of Contact 


When the available data are analysed, using the same age at beginning of 
contact in both groups of vaccinated children and controls, the differences in 
favour of the vaccinated group are as follows: beginning of contact during the 
first year, 79 per cent; when the child is between one and two years old, 26 per 
cent. Here again the results are quite different in the first and in the second 
year. However, only one death occurred among the vaccinated babies and only 
five deaths among the controls, and these figures are evidently too small to permit 
of any general conclusion. Additional observations accumulated by the mainte- 
nance of our study would permit this phase of the question to be more adequately 
examined, 


3. Tuberculosis Deaths by Duration of Contact 


Using the same duration of contact in both treated and control groups, the 
following differences in favour of the vaccinated group are observed: duration 
of contact less than one year, 78 per cent; from one to two years, 69 per cent; 
from two to three years, 63 per cent. Thus an increased duration of contact up 
to three years is accompanied by a decrease in the advantage to the vaccinated 
children but this decrease is small and the favourable difference in mortality is 
maintained at a very substantial proportion. 


4. Tuberculosis Morbidity 


When the tuberculosis cases in the vaccinated and control groups are 
analysed according to age at inception, the following differences in favour of the 
vaccinated children are observed: under one year of age, 17 per cent; from one 
to two years, 19 per cent; from two to three years, 58 per cent; from three to 
four years, 7 per cent; from four to five years, 36 per cent; from five to six, 59 
per cent; and from six to seven, 12 per cent. These figures, together with those 
presented above on mortality, seem to suggest that the increased resistance to 
tuberculosis lasts longer than would be suggested by the mortality data alone. 
The larger magnitude of our morbidity figures may partly explain this finding, 
and here too the irregularity of our finding tends to show that our demonstration 
would be still more effective if we could obtain larger figures on which to base 
our calculations. 

The observed differences in favour of the vaccinated group are. maintained 
when the cases are analysed according to age at beginning of contact and duration 
of contact. 


5. Total Tuberculous Pathological Infection 


In order to increase as much as possible the value of our study by obtaining 
as large figures as our observations permit, the total tuberculosis pathological 
infections have been gathered together. When these are distributed by age at 
death and age at inception of case, we obtain the following differences in favour 
of the vaccinated children: from one to twelve months, 55 per cent; from one to 
two years, 35 per cent; from two to three years, 64 per cent; from three to four 
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years, 26 per cent; from four to five years, 35 per cent; from five to six years, 
59 per cent; and from six to seven years, 17 per cent. Here again the increase 
in resistance against tuberculosis following vaccination seems to be maintained 
over seven years. Would these results be as striking when they bear on a 
larger number of observations? Only the future can offer an answer. As far 
as our study goes, the advantage following vaccination seems to be maintained 
during various lengths of time. 

The conclusions which can safely be drawn, from our study so far, can be 
stated as follows. Vaccination against tuberculosis by means of Calmette’s 
method does increase human resistance to tuberculosis and this protection lasts 
for two or more years. Therefore, vaccination of new-born babies with BCG 
vaccine should be included in any campaign directed against tuberculosis. All 
babies born in families in which a patient is suffering from tuberculosis should 
be vaccinated. In these instances, when the patient has not been hospitalized 
prior to the birth of the baby and when the baby cannot be removed immediately 
after birth to a tuberculosis-free environment, the best possible protection which 
can be offered against early infection, with its most dangerous consequences, is 
vaccination. BCG vaccine can be safely administered to all new-born babies 
because the procedure has been proved to be absolutely harmless. 
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HILE fully appreciating the great honour of addressing this meeting to-day, 
I must confess that when I received the invitation from our able and genial 
Secretary, Dr. Wherrett, asking me to give a luncheon address at this fortieth 
annual meeting, I hesitated. 

Some years ago while out in Calgary, a medical friend of mine came into 
the hotel and asked me why I was not addressing the Canadian Club. 

‘Why, I have never been invited to do so,”’ I replied. 

“Oh, that’s all right, George, I'll fix that up, I’m on the executive. Wait 
here, I'll be back in a little while.” I waited. He returned in a little while 
but with a longer face than when he left. ‘I’m awfully sorry, George,”’ he 
explained. ‘“There were twelve men on the executive, but I was the only one 
who voted for you.” 

So, when my friend Dr. Wherrett invited me to speak here, I naturally 
hesitated. 

About the time of my appointment as your Associate Secretary in 1908, 
Dr. Jabez Elliott and I went down to the great International Tuberculosis 
Conference held at Washington. Here, among others, we heard such great 
men as Trudeau, Osler, Calmette and Robert Koch, but for my new work the 
remarks of President Theodore Roosevelt gave me the key, when he said: 
“This modern crusade against consumption brings with it hopes and bright 
prospects of recovery to hundreds and thousands who, under the old teaching, 
were abandoned to despair.’’ So with “‘Hope”’ for a slogan I spent the next 
thirteen years as your Secretary, travelling from coast to coast and doing what 
I could to arouse public interest in the prevention of tuberculosis. 

During these years I addressed over four hundred and fifty meetings, 
organized seventy-five societies, managed twelve annual conferences in differ- 
ent parts of Canada, prepared reports and literature, and met with a lot of 
very fine people. Some of these men and women, who have now all passed 
away, made distinct contributions to our work. Outstanding in my memory 
were Governor D. A. McKinnon of Prince Edward Island; Dr. John Stewart, 
Dr. Hattie and Mrs. Mader of Halifax; Dr. Thomas Walter of Saint John; 
Professor Adami, Colonel Burland, Dr. LaChapelle and Dr. Dubé of Montreal; 
and Dr. Rousseau of Quebec. 

In Ontario, Sir William Gage, while not connected with our Association, 


*This address was given at a luncheon meeting during the fortieth annual meeting of the 
Canadian Tuberculosis Association, held in Montreal June 24-27, 1940. On this occasion the 
Association honoured Dr. Porter, paying tribute to the great contribution which he made to 
the tuberculosis campaign in Canada, and particularly the service which he rendered to the 
Asscciation during the thirteen years in which he was General Secretary. 
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was the pioneer of the sanatorium movement in Canada. The institutions at 
Gravenhurst and at Weston, and the National Sanatorium Association with its 
dispensary in Toronto and other work which it controls, are all due to his 
efforts and together these form a splendid monument to one of our real ‘‘Makers 
of Canada.” 

Sir George Perley of Ottawa, Sir Adam and Lady Beck of London, 
Sir Albert Gooderham and John Ross Robertson of Toronto, Mrs. Crerar of 
Hamilton, and Colonel Leonard of St. Catharines—all of these have institutions 
largely indebted to them for their great work and generosity, while Dr. Monti- 
zambert and Dr. Peter Bryce did much to forward the movement. 

In Manitoba, Dr. David Stewart was the heart and soul of the Ninette 
Sanatorium and other work throughout that province. 

Dr. Seymour of Saskatchewan deserves the fullest credit for the work 
there. The twenty societies organized with the help of our Association in that 
province in 1910 were the roots of the provincial one which, with the co-opera- 
tion and splendid support of their government, built and control three sanatoria 
with a bed capacity for seven hundred and fifty patients. 

In Alberta, Mrs. Judge Murphy (Janey Canuck) was the bright and 
shining one, while Dr. Fagan was the leader in British Columbia. 

Our annual reports contain the names of many such men and women, 
whom to have known was an inspiration and a delight. 

In Charles Reade’s fascinating romance ‘“‘The Cloister and the Hearth”, 
he says: ‘“‘Not a day passes over the earth, but men and women of no note 
do great deeds, speak great words, and suffer noble sorrows, but their lives and 
characters lie hidden in the annals that record them. The general reader 
cannot understand them, and the records of plain truths remain a dead letter 
to plain folk.’’ Here then, the writer of fiction may be of use to the public as 
an interpreter. 

Just ten years ago, I was crossing the Atlantic on the Duchess of Bedford 
and met that great author, Rudyard Kipling, who was a fellow passenger. 

Spending an evening with him later, I told him how much I enjoyed his 
story of René Laennec. 

Kipling’s fine gray eyes lit up. 

“You like it?’”’ he exclaimed. 

“I seldom take up the stethoscope without recalling your story of Laen- 
nec,” I replied. 

“You know him? I’m told he was well up.” 

“Yes, Osler said that his treatise on diseases of the chest has never been 
surpassed.”’ 

‘The same trouble got him, didn’t it?’’ Kipling enquired. 

“Yes, he died of tuberculosis.”’ 

You will remember in his delightful story ‘‘Marmlake Witches” in ‘‘Re- 
wards and Fairies’ how Kipling represents Laennec as always working with his 
‘Devil's ear pieces,’ as they called his wooden trumpets, or stethoscopes, and 
how one day he asked his old friend Jerry to try one of the trumpets on his 
chest. 
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After listening, Jerry described what he heard as “‘sounds like breakers on a 
reef—a long way off.” 

“TI drive on the breakers,’’ was René’s reply, ‘“‘but before I strike I shall 
save hundreds, thousands, millions perhaps, by my little trumpets.”’ 

Ladies and gentlemen: this was the spirit of René Laennec, and this was 
the spirit that animated many of our own workers in the past. A shining 
example among them was Dr. David Stewart. He was physically handicapped 
and far from well but he was courageous and worked on totheend. He “drove 
on the breakers’’ but before he struck David Stewart saved many lives. With 
the inspiration of such a man before us, we should never lose heart. 

As your delegate to the International Tuberculosis Congress held in Brus- 
sels nearly twenty years ago, I had the great privilege, along with some twenty 
others, of being presented to His Majesty, King Albert of Belgium. The 
reception was held in the conservatory of his summer palace just outside of 
Brussels. The King was surrounded by his aides and all were in uniform. His 
Majesty was the most regal and handsome man I had ever seen. And yet 
when he spoke to you, you felt at your ease at once, for he had that noble sort 
of humility that goes with the great. After my being introduced he shook my 
hand and asked me, “Why, in Canada, that great country with its wide open 
spaces, should there be any tuberculosis problem?” 

Ladies and gentlemen: that challenging question of His Majesty, King 
Albert, I repeat to-day as a reminder that Canadians must never be pacifists 
in the war against tuberculosis. 


We are encouraged by the progress already made and while our methods 
of prevention have not altered, our physicians are better equipped to-day for 
diagnosis and for treatment than in the past. Our governments are now more 
generous to this cause, and our people are now more enlightened regarding this 
disease, so let us all unite in renewed efforts toward saving our hundreds and 
our thousands, and lessening the menace of tuberculosis from year to year. 








Active Immunization by the 
Intranasal Route’ 


A Comparison of Various H. pertussis Antigens 


RUTH P. DOW, B.A., M.D., D.P.H. 
Alexandra Hospital and Department of Bacteriology 
McGill University, Montreal, Quebec 


N 1937 Burnett and Timmins (1) described the production of broncho- 

pneumonia by the intranasal instillation of suspensions of H. pertussis in 
mice under ether-chloroform anaesthesia. Since that time, we have been using 
this method to test the virulence of phase I H. pertussis (2) strains isolated from 
patients with pertussis and to assay the power of various H/. pertussis antigens 
to induce protection in mice against subsequent infection with 3 M.L.D. of 
living whooping-cough bacilli. 


VIRULENCE TESTS 


The medium used throughout has been Bordet-Gengou potato glycerine 
agar containing 33 per cent citrated ox blood. The forty-eight hour growth 
from these plates is scraped off with sterile spades and suspended in peptone 
broth. Batches of ten mice are anaesthetised with ether-chloroform mixture. 
Care must be taken to infect the mice at the proper level of anaesthesia. When 
rapid, smooth, regular breathing is established, 0.1 cc. of the standardised 
H. pertussis suspension is readily inhaled by the anaesthetised mice. Within 
four days all the mice are dead, showing the typical broncho-pneumonia which 
has been adequately described by Burnett and Timmins (1), Bradford and 
Wold (3), Cullotta, Marling and Liebow (4), and others. It is found that, 
usually, 0.1 cc. of a Brown’s tube density number 3 suspension (5, 6, 7,8) will kill 
a 20 gramme mouse within four days. The number of organisms in 0.1 cc. of 
a Brown's tube density number 3 suspension is calculated by counts and tur- 
bidity comparisons (vide infra) by Kendrick (9) and myself to be 750 X 10°; 
that is to say, the M.L.D. of H. pertussis for the mouse infected by the intrasal 
route under ether-chloroform anaesthesia, is of the order of 750 X 10° organisms. 
The organisms can always be recovered from the lung but rarely from the 
heart’s blood. 

Cultures grown on 33 per cent. blood Bordet-Gengou medium maintain 
this order of virulence for at least two years when sub-cultured every second 
or third day. Four-day-old cultures maintain this order of virulence, but 
eight-day-old cultures show a considerable diminution in virulence. 


* Presented at the eighth annual Christmas meeting of the Laboratory Section, Canadian Public 
Health Association, Toronto, December 19-21, 1939. 
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ASSAY OF ANTIGENS 


Because of the idea that toxic fractions of H. pertussis play a part in the 
pathogenesis of the disease rather than the whole organism itself, various toxic 
fractions, and so-called soluble antigens have been introduced and advocated 
at various times for active immunisation against whooping-cough. A notable 
example is the so-called undenatured antigen of Krueger (10). It seemed 
desirable, therefore, to compare the active immunising power of several of these 
soluble antigens with that of whole pertussis vaccines by means of the intran- 
asal route in mice. The antigens used have been: the soluble antigens of 
Parke, Davis and Co., H. K. Mulford and Co., Lederle Laboratories Inc., Glaxo 
Ltd. and the whole vaccines of Sauer (Parke, Davis and Co.) ; the Department 
of Health, Ontario; Connaught Laboratories, University of Toronto; and the 
Department of Bacteriology, McGill University. For a description of the 
whole vaccines, see table II. 


Method 


Four drops of the antigen to be tested were instilled into the nares of mice 
under ether-chloroform anaesthesia. This intranasal instillation was per- 
formed three times at intervals of five days. A week to ten days after the 
last instillation, the mice were infected with 0.1 cc. of a suspension of living 
virulent H. pertussis with a Brown's tube density number 9 (2,250X10° 
organisms or 3 M.L.D.). At least ten controls were included with each batch of 
test mice infected. All the controls died within four days, usually on the 
second day. All the mice that died were autopsied; cultures were made from 
heart and lungs; microscopic slides were also made of the infected tissue. The 
results are summarised in table I. 


TABLE I 
ACTIVE IMMUNISATION WITH H. PERTUSSIS ANTIGENS IN MICE 





Number of | Percentage 
Antigen Mice | Survived | Surviving 


Whole H. Pertussis vaccines.............. 
Commercial Laboratory No. 1 
ae ae oe 9 
2 


ac “e 


SiG ied iiaee cute paacneeeee tke 


Whole H. pertussis vaccines protected 83 per cent of the mice immunised 
while the soluble antigens of Lederle, Parke Davis, and Mulford protected 
approximately 40 per cent; the soluble antigen of Glaxo protected 17 per cent 
of the mice immunised. No difference in protective power could be demon- 
strated between the various whole vaccines tested. It is therefore justifiable 
to conclude that, under the described experimental conditions, whole vaccines 
are more effective immunising agents than soluble antigens. This is in accord 
with the findings of Evans and Maitland (11), who concluded after a careful 
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study of various so-called toxic fractions of H. pertussis that whole vaccines 
were more effective antigens than the toxic fractions and that any immunising 
power the latter have is due to the presence of bacterial antigen. An exam- 
ination of the work of Cruikshank and Freeman (12) leads one to the same 
conclusion. 


Route of Immunisation 


This leads us to a consideration of the importance of the route of immun- 
isation. Are mice immunised by the intransal route protected by virtue of a 
general or local immunity (13), or a combination of both factors? The blood 
serum of immune mice was, therefore, tested for the presence of agglutinins. 
It was found that agglutinins are present in the blood stream of mice up toa 
titre of 1:10,000. This is a constant finding. The agglutinin titre remains 
high for one month after the last instillation and then tends to fall. Protection 
lasts for two months at least. Thus there is definite evidence that protection 
is associated with a general immunity factor while there may or may not be a 
local immunity factor. 

If rabbits be immunised by the intranasal route with living H. pertussis 
suspensions, their blood serum shows agglutinins for H. pertussis up to a titre 
of 1:16,000. This titre is lower than can be achieved by intravenous immuni- 
sation, titres of 1:128,000 being commonly reached by this route, while some 
titres reach as high as 1:400,000. On the other hand, by means of protection 
tests in mice, one can demonstrate that the serum from intranasally immunised 
rabbits is as effective as serum from rabbits immunised by the intravenous 
route. Since, however, the order of protection is low, it is difficult to demon- 
strate differences in protective power between sera produced by these two 
routes of immunisation. 

Other authors have noted the production of antibodies in rabbits following 
intranasal infection or immunisation. Bailey (14) in 1928 noted that intra- 
nasal infection of rabbits with B. lepisepticum produced heterophile antibodies, 
the titre produced being 1:1,250 as compared with a titre of 1:5,000 achieved 
by intravenous inoculation of the organisms. Bull and McKee (15) in 1927 
found that they could infect rabbits by the intranasal instillation of pneu- 
mococcus and that agglutinins appeared in the blood to a titre of 1:18. Bailey 
and Shorb (16) (1931) showed that the rabbit develops heterophile antibody 
after the intranasal instillation of pneumococcus. Stillman (17) showed the 
development of agglutinins in rabbits following the intranasal instillation of 
pneumococcus, the highest titre reached being 1:2,000. He also showed that 
on continued immunisation by this route, the agglutinin titre reached a level 
above which it did not go, while the protective power of the serum continued 
to increase. In other words, the agglutinin titre is not a measure of the pro- 
tective power. This is in accord with our observations that rabbit serum 
produced by the intranasal instillation of H. pertussis does not reach such a 
high agglutinin titre as serum produced by the intravenous route, but that the 
protective power is as great if not greater. 
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Comparison of Whole Vaccines 


A comparison of the whole vaccines mentioned above was made: namely, 
the H. pertussis vaccines of Sauer (Parke, Davis and Co.); the Department of 
Health of Ontario; Connaught Laboratories, University of Toronto; and the 
Department of Bacteriology, McGill University. The findings are presented 
in table II. 

TABLE II 


COMPARISON OF WHOLE VACCINES 





Dept. of 
Bacteriology,| Parke, Davis| Dept. of 
McGill Uni- & Co. Health of | Connaught 


versity Ontario Laboratories 
A B 


Preservative used Formalin Phenol Merthiolate Phenol 
0.5% 0.5% 1:10,000 0.5% 


Stated number of bacteria per cc...} 20,000 10® | 20,000 10 | 20,000 x 10® |Stated as (18) 
er 
5 


Bacterial counts 22,500 X 10° 7,500 X 10® | 10,000 x 10° 


Brown’s density (5, 6) standard.... 9 3 4 
Nitrogen—mgs. per cc .35 , .16 | not done 


% survival of immunised mice (intra- 
nasal route) 80% 90% 
Agglutinin production in rabbits 
after 3 doses one week apart intra-|1:51,200 for A/1:12,800 for A/1:25,600 for A 
venously 0.4 cc., 0.8 cc., and 1 cc.}| 1:20 for B 0 for B 0 for C not done 
per kilo body wt 1:40 for C 0 for C 0 for B 














It is clear that, while the vaccines differ in respect to turbidity, nitrogen 
content and preservative used, no difference in immunising power can be 
demonstrated by this method of intranasal assay. In each case, 80-90 per cent 
of mice immunised by the intranasal route survived the subsequent infection 
with 3 M.L.D. of H. pertussis, while all the controls (ten for each batch) died 
within two days. No attempt has been made to establish the minimal immun- 
ising dose required to give protection, but it is clear that the quantity used in 
immunising with the least dense vaccine, namely the Ontario vaccine, is more 
than enough. Since this vaccine contained 7,500 10° organisms per cc. and 
three doses of 0.1 cc. were given at intervals of five days, the smallest effective 
quantity used was 2,250X10°. Therefore, the minimal effective immunising 
dose by this route in mice is less than 2,250 X 10° organisms. 

Rabbits were immunised intravenously with the McGill, Parke, Davis 
& Co. and the Ontario Department of Health vaccines. They were given three 
doses at weekly intervals, the first dose being 0.4 cc. per kilo body weight; the 
second, 0.8 cc., and the third 1 cc. per kilo body weight. Blood was taken 
for titration one week after the last dose. Each serum was titrated against the 
three antigens. It was found that the McGill antiserum agglutinated the 
homologous antigen to a titre of 1:51,200; the Parke, Davis antigen to a titre 
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of 1:20; and the antigen of the Ontario Department of Health to a titre of 1:40. 
Neither the Parke, Davis nor the Ontario Department antigens produced 
agglutinins for themselves or each other; both, however, produced agglutinins 
for the McGill antigen. The Parke, Davis antiserum agglutinated the McGill 
antigen to a titre of 1:12,800; while the Ontario Department antiserum agglu- 
tinated the McGill antigen to a titre of 1:25,600. The reason for this rather 
bizarre result is not clear. 


Active Immunisation of Humans by the Intransal Route 


Active immunisation of human beings by the intranasal route has been 
carried out in a few cases following a preliminary instillation of Gluco-fedrine 
to shrink the mucous membrane. The method is easy and gives rise to no 
reaction. The blood serum from one such case has been used prophylactically 
in two cases where definite intimate exposure to whooping-cough had occurred. 
In neither of these cases did the disease subsequently develop. One of these 
cases was a child with diabetes in a family of three, where one child developed 
whooping-cough. The child with diabetes was given 20 cc. of human serum 
while the other child was given nothing; the latter developed whooping-cough, 
the former did not. While the human evidence available at the moment is 
too fragmentary to prove the value of this route of immunisation, the ease of 
the method and the absence of reactions, together with the suggestive evidence 
in mice, justifies further study of this route of immunisation in human beings. 
Claus Jensen (19) has reported good results in immunising children with diph- 
theria toxoid by this route. 


SUMMARY 


1. The intranasal infection of mice under ether-chloroform anaesthesia is 
advocated as a useful method of demonstrating virulence of H. pertussis strains. 

2. Evidence is presented to show that mice can be actively immunised 
with H7. pertussis antigens by the intranasal route; and that various antigens 
can be compared as to antigenic power by this means. 

3. Whole vaccines of H. pertussis are more effective antigens than so- 
called soluble antigens. 

4. The desirability of using the intranasal route in active immunisation 
of human beings is suggested. 
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HE use of the nasal route for immunization is neither new nor novel 

(1,2,3,4). There are, however, certain aspects which merit consideration. 
This short communication presents the results obtained through the appli- 
cation of purified and concentrated diphtheria toxoid to the nasal mucous 
membrane of children and adults. 

The two lots (1175, 1181) of concentrated and purified diphtheria toxoid 
were prepared by P. J. Moloney and M. D. Orr of the Connaught Laboratories 
by a method of isoelectric precipitation. The Lf values were 900 and 850 
per cc. respectively. To a small pledget of absorbent cotton was added 0.5 cc. 
of toxoid so that the cotton was almost saturated. The pledget was inserted 
through the anterior naris and gently placed between the anterior end of the 
inferior turbinate and the septum with sterile dressing forceps without the 
aid of a speculum. The length of time in which the cotton remained in the 
nose was varied from 15 minutes to 6 hours. In each instance a blood sample 
was obtained immediately before the application of toxoid and again approxi- 
mately two weeks later. The group of persons comprised children and adults. 
The children, with one exception, were known to have been Schick-positive 
five years previously and had at that time been given three doses of fluid 
toxoid subcutaneously at a three-weeks’ interval. They had been followed 
at approximately yearly intervals, and the antitoxin content of their serum 
determined. Thus all, with the above-noted exception, were known to have 
been given toxoid and to have responded with the production of antitoxin 
to determined and recorded levels. The persons comprising the adult group 
all had an antitoxin level of more than 1/500 unit per cc. serum before the 
application of toxoid. Some of this group had been artificially immunized, 
others were “naturally immune’”’. 

Table A shows the results of the titration of the sera of the persons who 
responded within two weeks to one application of concentrated toxoid. The 
duration of nasal application merely indicates the length of time the pledget 
was retained in the nose. More than half the group were given one preparation 
of toxoid, and the remainder of the group were given the other preparation. 
There is no clear evidence that one lot of toxoid elicited a better antitoxic 
response than the other, hence the results are not separately recorded. It is 
very apparent that the individual response, as would be anticipated, varies 
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Duration of 
nasal application 


15 minutes 


ANTITOXIN TITRES 


Before nasal 


ANTITOXIN RESPONSE TO DIPHTHERIA TOXOID 


NaSAL APPLICATION OF CONCENTRATED DIPHTHERIA TOXOID 


TABLE A 


2 weeks after 








Name application | nasal application 
ns aeadhhaseapeaeehaceietaaiab=ds 

R.F. >1/250< 1/100 >1/50 <1/20 

CF. >1/50 <1/20 >1/2 <3/4 

J.F. >1/50 <1/20 >i <9 
Children R.S. | >1/20 <1/10 >1/10 <1/5 

I.M. >1/20 <1/10 >1/5 <1/2 

D-F. >1/10 <1/5 } >1/5 <1/2 

J.M. 1/5 | Si <2 

EC, >1/500 <1/250 | >1/50 <1/20 
Adults L.M. 1/50 | >4 <5 

D.M. | >1/20 <1/10 >1/5 <1/2 
















































































2 hours 











6 hours 


90 minutes 





Adult 
Adult 
Adult 





>1/5 <1/2 





R.W. | >1/250 <1/100 >1/50 <1/20 
‘Sen 1/100 >2 <3 
| P.C. | >1/100 <1/50 | Si <2 
Pars | >1/100 < 1/50 2 
ae >1/100 <1/50 >2 <3 
Children S.R. >1/50 <1/20 2 
M.C. >1/50 <1/20 4 
A.B. 1/5 >1/5 <1/2 
M.O. 1/5 >1/5 <1/2 
N.G. >1/5 <1/2 >1/2 <3/4 
G.P. >1/5 <1/2 >3 <4 
30 minutes 
CB, 1/200 3/4 
D.B. >1/250 <1/100 1/50 
R.C. 1/50 1/20 
F.F. >1/50 <1/20 >1/10 <1/5 
Adults E.D. >1/10 <1/5 >3 <4 
M.R. >1/2 <3/4 3 
2b. >3/4 <1 3 
D.D. $3/4 <1 14 
D.S. +i <a >6 <7 
H.G. >1/500 <1/250 >1/5 <1/2 
Se. >1/100 <1/50 >1/5 <1/2 
Children Sz. >1/50 <1/20 >1/5 <1/2 
A.K. $1/50 <1/20 $2 <3 
L.K. 1/2 2 
aks 3/4 1 
60 minutes 
E.P. 1/100 >4 <5 
WF. >1/100 <1/50 $1/20 <1/10 
G.G. 1/50 >1/50 <1/20 
E.B. 1/50 | >l <2 
D.W. | >1/50 <1/20 | >1/5 <1/2 
Adults M.M. | $1/50 <1/20 | $1/2 <3/4 
M.F. | >1/20 S110 >7 
1c. | Saye <i | Sik <e 
EC. | >1/5 <1/2 3 
38 | >1/5 <1/2 >12 
mF. 7 
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widely and appears to bear no relationship to the duration of nasal application. 
Adults and children are shown separately. On the whole both children and 
adults responded equally well. 

In table B are recorded the results of the titration of those who did not 
show an antitoxic response within the limits of assay. In general, although the 
numbers are few, these persons had a high titre of antitoxin before the 
application of toxoid. Some of these had had toxoid or a Schick test within 
the last few months and possibly the antitoxin level had reached a point 
beyond which it is not easy to produce an increase with a small secondary 
stimulus. Ejighty-three per cent of the complete group showed a good 
response. Obviously without further experience on a larger scale it is idle to 
speculate further, though the problem is of much academic interest. 


TABLE B 


Duration of Befcre 2 weeks after 
nasal application | nasal application nasal application 


Children Z. | —- >1/50<1/20 >1/50< 1/20 
F. 2 2 


15 minutes 





| Adults D. 1/5 | 1/5 
| a >6<7 >6<7 


>1/10<1/5 >1/10<1/5 
1/2 1/2 
| >3/4<1 | >B/4<1 
Child LK. | >1/5<1/2 >1/5<1/2 


30 minutes Adults 


60 minutes 


| Adults W. | >2<3 |  y2<3 
iC. 3 3 








Three persons, of whom only one (D.D.) is shown in table A, require 
special consideration. 

The serum of Dr. McG. seven years ago gave a titration of <1/500 unit. 
He received 0.11 cc. of an experimental toxoid in two doses after which 
the level remained <1/500 unit, the lower limit of assay commonly carried 
out at that time. At the time of nasal application his serum showed <1/1000 
unit and 14 days later the level had risen to >1/50<1/20. 

Dr. A., who had had toxoid 7 years previously and showed a poor antitoxic 
response, namely 1/100 unit, and whose level of antitoxin before the nasal 
application of toxoid was <1/1000 unit was bled for titration three, seven, 
ten and fourteen days later. At these intervals of time the titrations yielded 
the following results: >1/100<1/50; >1/100<1/50; >1/10<1/5; >1/5 
<1/2 unit. 

D.D., who at the time of the nasal application of toxoid had >3/4<1 
unit, showed a rise in titre, at the same time intervals as indicated above for 
Dr. A., as follows: 1, >2<3, 14 and 14 units. The evidence is clear that an 
antitoxic response after a secondary stimulus may be so rapid as to be 
detectable by the third day. It is also evident that in the case of Dr. A. 
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and of Dr. McG., though their antitoxin titres were <1/1000 unit, below 
which level tests were not made, one nasal application of toxoid acted as a 
very effective secondary stimulus. 

Because of the high concentration of the toxoid used in these experiments, 
preliminary trials were carried out to determine whether an undesirable 
reaction might be elicited following its application. To this end persons known 
to be highly skin-sensitive were selected. D.F. shown in table A prolonged 
the time of application to six hours on the first occasion and to two hours on 
the second. On each occasion the nasal mucous membrane on the side on which 
the application was made became oedematous and remained so for 2-3 days 
with subsequent mild scab formation. The symptoms were not disturbing. 
R.G. after 90 minutes had similar symptoms. M.R. and K.P., on the other 
hand, after 30 and 60 minutes application respectively experienced no 
symptoms despite the fact that they were known to be exceptionally skin 
sensitive to diphtheria toxoid. One adult G.G. complained of severe headache 
but upon repetition of the toxoid application some weeks later had very 
slight and transient headache. Of the whole group, D.D. experienced fever, 
malaise and headache. He was not persuaded to repeat the application in 
order to fortify his conviction that the symptoms were due to the effects of 
toxoid. None of the children had symptoms. 

It seems clear that an antigen such as that used in these experiments is 
very effective as a secondary stimulus and might be of great practical value 
under certain circumstances such as in reimmunization or reinforcement of 
antitoxic immunity. However, the question arises whether the nasal route 
of immunization alone, even with an antigen of very high potency, is a practical 
substitute for the subcutaneous route. This seems unlikely. The following two 
adult cases, Dr. Sn. and Dr. St., bear on the question. No history of a known 
primary stimulus could be elicited, and antitoxin titrations showed <1/1000 
unit per cc. Nasal application of concentrated toxoid was carried out on 
three successive days, on three occasions, each with an interval of three 
weeks. Blood samples were obtained initially, and three weeks after each 
series. Three weeks after the first series of three daily applications the serum 
of Dr. St. showed >10<15 units, which level was not exceeded even after 
two additional series of nasal applications. On the other hand, the serum 
of Dr. Sn. showed no antitoxin (<1/1000 unit) even 3 weeks after the total 
of 9 applications. The obvious conclusion is that in the case of Dr. St. an 
effective primary stimulus had at some time been experienced whereas Dr. 
Sn. had not had an effective primary stimulus or if he had had at some time 
in the past, its effectiveness had been lost at some time before the application 
of toxoid was carried out in this experiment. To obtain a final answer to 
the question of the effectiveness of the nasal route in primary immunization 
one must have a suitable group of young children who are living in a 
diphtheria-free environment. 

Six persons of the group immunized 5 years previously were treated with 
one intranasal application using unconcentrated diphtheria toxoid (Lf 20 
units). Two persons had the toxoid applied for one half hour, and four applied 
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for one hour. Two of the one-hour group showed a slight antitoxic response; 
the remainder showed no increase in antitoxin. It would appear that a single 
application of ordinary fluid toxoid by the intranasal route is ineffective as 
a secondary stimulus from a practical standpoint. 

An alcoholic solution was made up from the concentrated toxoid. One cc. 
of this was applied under the tongue for 10 minutes in three individuals. 
None showed any increase in antitoxin content. 

A trial with concentrated toxoid in lanolin applied by rubbing into the 
skin over a protracted period was found to be totally ineffective. 

The following experiment bears on the question of what constitutes an 
effective primary stimulus. Schick-test toxin (without control) was injected 
intradermally in five adults whose serum was shown to have no antitoxin 
(<1/1000 unit). This was repeated monthly for six months with a titration 
of antitoxin carried out on serum obtained immediately before each injection. 
After each of two intervals of five months the Schick test was repeated and 
serum titrated for antitoxin content. Despite the total of eight Schick-test 
toxin injections over an elapsed time of sixteen months all skin tests were 
positive, and all serum samples showed no antitoxin. The results of this experi- 
ment suggest that the minute stimulus of the Schick-test toxin even repeated 
at intervals was not an effective primary stimulus under the conditions im- 
posed, despite the fact that a Schick test has been shown to be very effective 
as a secondary stimulus (5). 


COMMENT 


Because of the high concentration of the diphtheria toxoid employed in 
these experiments, and since adult volunteers were used at the outset, it was 
deemed prudent to prevent the possibility of the material reaching the sinuses 
or lungs as might happen if drops were used. However, though the method 
of application of toxoid on cotton pledgets is undoubtedly wasteful, the 
experience with this method has shown that it is safe and reasonably effective. 
In subsequent trials one drop in each nostril will be used in children. The 
nasal route may be of practical value in reinforcing or augmenting antitoxic 
immunity, provided that it is not expensive, is universally applicable, safe 
and effective. It is somewhat disturbing that a certain number of persons in 
our series did not show an increase in antitoxin after one application. The 
reasons for failure must be thoroughly explored. Because a subcutaneous 
injection of toxoid is so very effective as a secondary stimulus one should 
not abandon that method in favour of one which looks simpler, and is less 
painful but is not yet shown to be as efficacious (6). 
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Social Work with Boys’ 


KENNETH H. ROGERS, Pu.D. 
General Secretary, Big Brother Movement, Toronto 


OYS’ work, in the City of Toronto at least, falls into two broad fields: boys’ 

club work and specialized social work with boys. The latter is the field of 

this discussion. It can be subdivided into social work with boys through public 
agencies and through private agencies. 

The public agency work is illustrated by the service given by the probation 
and psychiatric clinic service of the Toronto Juvenile Court, and by the social 
worker of the Division of Mental Hygiene of the Department of Public Health. 
Included also is the psychiatric social work with juveniles carried on by the 
Outpatient Department of the Psychiatric Hospital. 

The private agency social work with boys involves especially the Children’s 
Aid Society, the Protestant Children’s Homes, the Settlement Houses of the 
City, and the Big Brothers. The Clinic for Psychological Medicine of the 
Hospital for Sick Children also has a private social work interest in boys. 

Social work with boys could also be classified on a functional basis. In that 
case, there would be three divisions: (a) agencies interested in the boy because 
he is a member of a family which is receiving social work supervision, e.g., the 
family agencies and the Protestant Children’s Homes; (b) agencies whose 
interest is based upon some court or legal involvement, e.g., the protection work 
of the Children’s Aid Society and the probation service of the Juvenile Court ; 
and (c) agencies which specialize in service related to the problems of the 
individual boy. The best example of the third class is, certainly in the City of 
Toronto, the Big Brother Movement. 


Historical 


When the Big Brother Movement was organized in Toronto in 1913, it was 
interdenominational in character, and for a few years assisted girls as well as 
boys. With the establishment of the Big Sister Association, its work was 
restricted entirely to boys. Some years later, the Catholic Big Brothers and the 
Jewish Big Brothers were established as independent organizations. 

Originally all the service of the Big Brothers was given by volunteers. 
During the second year of its existence, there were about 400 volunteer 
Brothers each having the responsibility of a Little Brother. Since its organiza- 
tion, there have been over 800 volunteers enrolled as Big Brothers. With the 
advent and increase of the trained and professional worker, the Big Brother 
Association gradually acquired a paid, full-time professional staff. In 1914 
there was just a part-time office secretary. In 
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secretary. In 1919 there were five full-time workers—the general secretary, 
two field workers, and two boys’-club workers. Around 1925-26, the formal 
club-work part of the Big Brother program gave place to a more intensive 
individual interest. Soon after 1930 the staff had increased to seven full-time 
workers and three full-time stenographers, and the work was organized on a 
definite social case-work basis. Today the organization has a staff of twelve 
persons—nine of whom are social workers, all university graduates and some 
specialists. 


Relationship to Juvenile Delinquency 

The Big Brother Movement was organized in Toronto in 1913 to assist 
the Juvenile Court, which had been established in the previous year. Its purpose 
was to accept boys for supervision on the recommendation of the judge before 
whom they had appeared, with the idea of preventing them from returning to 
court or becoming criminals. In accordance with its original purpose, the Big 
Brother Movement for many years worked only with juvenile delinquents. The 
introduction of club work into its program brought about an emphasis on the 
prevention of delinquency and thus a concern for and service to the problem or 
“pre-delinquent” boy. The later emphasis upon social case work brought about 
an increased interest in work with the individual boy who either was in trouble 
or in need of some friendly advice and possibly supervision. Today the emphasis 
is most emphatically one of prevention as well as immediate treatment or adjust- 
ment; the prevention of maladjustment or mental illness as well as delinquency. 

The treatment of juvenile delinquency problems is still an important part of 
Big Brother service. However, this is not due so much to an interest in juvenile 
delinquency per se as it is because this is one type of problem encountered by 
some boys. Boys referred by the Juvenile Court have formed a decreasing pro- 
portion of all cases during the last three years: 1937, 23.8 per cent.; 1938, 18 
per cent., and in 1939, 16 per cent. Since the delinquency problem in 
the majority of cases is an outward expression of some serious environmental or 
personal maladjustment, most delinquents require a fairly long period of super- 
vision. One result of this is that delinquents comprise 35 to 40 per cent. of our 
active case-load at all times. 


Purpose 

The purpose of Big Brother work is to advise and help boys who get into 
any difficulty. To express it in another way, the Big Brothers exist to help and 
advise the individual boy with a problem—not just delinquent boys, not just 
“underprivileged” boys, but any boy with any problem. In fulfilling this 
purpose, the Big Brothers aim to build character and personal stability through 
personal influence at a time when the boy is most in need of help. The service 
that the Big Brothers offer is carried out entirely on a basis of friendship, imply- 
ing a mutual willingness and co-operation between worker and client. 


Organization 


A simple but effective organization lies behind the Big Brothers’ efforts to 
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fulfil this purpose. General policy and direction of effort are controlled by a 
Board of Directors of 17 men. They direct the work of the organization through 
seven permanent committees, each made up of from four to eleven men, one of 
whom is an appointed representative of the Board of Directors. Each committee 
of the Board has a professional worker as its secretary. The President of the 
Board and the General Secretary, who is the Executive Secretary of the Board, 
are ex-officio members of all committees. 

The work of this organization is divided into four departments, indicating 
convenient divisions of service: the Case Work Department, the Volunteer Big 
Brother Department, the Older Boys’ Department, and the Vocational Guidance 
Department. 


Type of Boy 

What sort of lad do the Big Brothers assist? This question can be fairly 
answered by information obtained from a study of 400 boys made last year. 
These boys had been under Big Brother supervision during 1938. The study 
was concerned only with boys under 16 years of age, as our Older Boys’ Depart- 
ment (16-21 years) was not in operation at that time. 

In general, the boys are Canadian by birth and largely of British stock. 
(There are separate Big Brother organizations for boys of the Roman Catholic 
and Jewish faiths.) They range in age from 8 to nearly 17 years, with an 
average age of 131% years. While a few are high school and technical school 
boys (approximately 8 per cent.), there is a tendency for them to be slightly 
retarded compared with corresponding groups of boys in the public school. The 
peak grade is grade 6; approximately 45 per cent. of them are in the three 
grades, 6, 7, and 8; 20 per cent. are in the various auxiliary classes or schools ; 
and about 8 per cent. have left school. Respecting intelligence, the average I.Q. 
is 92, but the range extends from an I.Q. of 56 to 138, with the general tendency 
toward the Dull Normal level. 

About 40 per cent. have some physical disability, and the records show that 
about 11 per cent. are “lacking in normal vitality”. The records also reveal that 
about 62 per cent. have regular club or group activity connections, and about the 
same percentage attend Sunday School. These latter figures are apparently 
higher than are usually found among boys in the school population and likely 
reflect some of the efforts of the Big Brother workers. About 70 per cent. of 
the boys have misdemeanor records, but only 44 per cent. have actually appeared 
in Juvenile Court. 

A fair number of our “cases” present only minor problems and require only 
one or two visits in order to effect a club connection, arrange employment, 
investigation, or the appropriate clinic consultation, and perhaps to give advice 
to boys, parents, or others on various matters relative to immediate problems or 
difficulties. 

Our more serious cases can be divided into two types. First there are 
those with behaviour difficulties. These are boys who run foul of rules and laws. 
They do not fit into the rather stable pattern of normal citizenship. Their lives 
are filled with conflicts arising from clashes with authority. Their method of 
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handling such conflicts is to “break things”. And so they break noses, dishes, 
windows, laws—and parents’ hearts. Their healthy outflow of energy gets 
diverted by obstacles into unhealthy channels. These are the lads who contribute 
to the continuous clientele of our Juvenile Court. 

The second group comprises those boys who react in the opposite way to 
conflicts with their surroundings. They run up against rules and laws but they 
do not break them. There does not seem to be the healthy outflow of energy to 
be diverted by these obstacles. Superficially they appear to be “good boys” ; in 
reality they are personality problems. Their method of handling conflicts with 
their environment is to “break their own personalities”. They rebel within, 
and seek seclusive interests which are not grounded in reality. 


Source of Boys Supervised and Volume of Service 
It was indicated above that a certain percentage of the boys under the 
supervision of the Big Brothers are referred by the Juvenile Court. Other 
sources or referring agencies are as follows: 
Approximate Per Cent. 
of Total 

Toronto Juvenile Court .... 18% 

Parents and relatives 18% 

Railways 13% 

Personal application .... 12% 

Public schools aie 10% 

Social agencies .... 10% 

Institutions 5% 

Clinics 3% 

Miscellaneous 11% 


What does the Big Brother Movement, as a private social agency, do for 
these boys? Statistics give us a lead in answering such a question. The follow- 
ing are a few figures based on the service provided during 1939. 

There were 1,017 applications for service. Some service was given to 
1,428 different boys of the city. The average daily case-load for the year 
exceeded 500 boys. 

In helping these boys, our workers made 9,912 visits and in addition there 
were 2,394 office interviews. Big Brothers attended 315 sessions of the Juvenile 
Court, 237 clinics of various kinds were arranged, and jobs or positions were 
found for 92 boys. 

There were 103 meetings of five special groups or clubs with a total 
attendance of 3,313, involving 140 different boys. A period at summer camp was 
arranged for 136 boys. 


What Lies Behind these Statistics? 

Big Brother service is based on accepted case-work methods. Through an 
understanding of boys and their behaviour, we try to ascertain the underlying 
cause or causes of the problem. By the use of constructive outlets, by encourag- 
ing new habits and interests, and by the changing of attitudes, we attempt to 
assist the individual boy in finding a satisfactory solution to his problem. Of the 
variety of approaches, of contacts, of methods of overcoming difficulties, of 
possible plans and treatments, of conversational techniques, all of which are the 
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social case-worker’s “tools of the trade’, I shall mention a few of those of 
special value to the Big Brothers. 


Counselling. Counselling is the art of influencirg people through the medium of per- 
sonal conversation. It is enhanced or limited by the qualifications of the counsellor. The 
carelessly dressed boy looking for a job learns about the need for neatness; the lad who 
has run counter to the law gets a chance to discuss the importance of living co-operatively ; 
and the disturbed youth is influenced in the direction of more stabilizing activities and goals. 
The ability both to listen and to “talk. straight” are needed to bring results. Big Brothers 
counsel on the assumption that it is better to “straighten out” a boy’s thinking so that he 
can solve his problem for himself, than it is to solve that problem for him. 

Specialized Group Work. A basic principle of Big Brother supervision is that of 
keeping the boy as naturally as possible a part of the normal community. A special difficulty 
with so many of our boys is their inability to join in the normal group activities of the 
community. To assist in overcoming this, we operate specialized groups under the direction 
of our secretaries and with volunteer leadership. 

Group work is often mentioned by some not well acquainted with our service as deserv- 
ing more attention from the Big Brother Movement. Persons insisting that the Big 
Brothers should organize groups or clubs throughout the city are possibly ignoring the 
essence of vital group work as a method of treatment—the adjusting of an individual by 
gradual stages within himself and to the community as a whole. This cannot be done by 
depositing the boy in a large group of other maladjusted boys, or even a large group of 
well-adjusted boys, and hoping for the best. The Big Brother work accepts as a natural 
and reliable treatment technique the process of introducing the lad to a small and, if possible, 
already existing group of average boys whose activities and standards he can learn to meet 
or conform to with minimum effortand maximum benefit. 

The Use of Community Resources. The use of the community resources was suggested 
in the reference above to “group work”. Another illustration of this is the clinic services 
made available. Two hundred and thirty-seven clinics were arranged during the past year. 
The only clinic service operated by the Big Brother Movement is that of vocational 
guidance because such service is not available elsewhere. There were 109 psychiatric and 
psychological clinics—through the kind co-operation of the Psychiatric Clinic of the 
Toronto Juvenile Court, the Outpatients’ Department of the Psychiatric Hospital, the 
Clinic for Psychological Medicine of the Hospital for Sick Children, and the Division of 
Mental Hygiene of the Department of Public Health of Toronto. Medical clinics were 
secured in 55 cases, through the city hospitals, the Department of Public Health, and 
through the kindness of a volunteer Big Brother physician who examines certain boys for 
us. Two dentists and several optometrists have contributed 26 clinical examinations. Such 
co-operative endeavour among the various welfare agencies reflects lasting credit upon those 
agencies and upon the community that supports them. 

The Big Brother Vocational Guidance Clinic. In an effort to meet a lack of guidance 
and direction regarding school and work that we have repeatedly found in our work with 
boys, the Big Brothers last September inaugurated a vocational guidance clinic to try to 
give a long-needed service to the individual boy and young man. ‘The new department, of 
necessity, has moved slowly and carefully these early months. We are experimenting to 
some extent with various tests and techniques, and investigating vocational resources and 
trends in the community. The purpose of our vocational guidance service is to marshal all 
pertinent facts about a person that can be discovered—by interview, rating scales, and tests 
—and to discuss these frankly with the person concerned. 

One of the most gratifying discoveries regarding the entrance of the Big Brothers inta 
the vocational guidance aspect of social work with boys has been its cordial reception by 
other agencies. 

The Volunteer Big Brother. The use of the Volunteer Big Brother is a proved method 
of worth-while service. The type of problem presented by the boy from a broken home 
has been found to be one that can be met well by the use of an intelligent volunteer. The 
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type of boy selected for volunteer service is a lad with a problem in need of the friendship 
and advice of a mature man. The problems of the boys under volunteers are not simple. 
They are often quite complicated, requiring keen insight and resource, together with a 
dogged persistence on the part of the volunteer. Many cases require in their treatment the 
combined efforts of the volunteer and the professional social worker. 


Research Studies 


It is our conviction that continual research is essential to progress in any 
field of human endeavour. We therefore strive to give it a place in our program. 

The Big Brothers publish annually a Survey of Juvenile Delinquency in the 
City of Toronto. During the past year, in addition to the study of 400 Big 
Brother “cases” mentioned above, Mr. Stewart, a member of the staff, completed 
a follow-up study of 161 delinquent boys. Three further studies are being 
carried forward at the present time. The first deals with the hours and wages 
of working boys; the second is an investigation respecting the robbery of delivery 
boys on our streets; and the third is a study of 500 Big Brother “cases”. In 
addition, our Case Work Committee is planning for this summer another follow- 
up study of boys who come under our supervision. Such studies serve as an 
excellent guide to the staff, to the Board of Directors, and the committee 


members, in discussing and planning ways and means of serving better the needs 
of the boy. 


Success and Failure 


Can we say anything about success or failure in our social work with boys? 


We raise this question because we feel that all too often social work has fallen 
into the careless and naive attitude of assuming that because of its high purpose 
it has enough success to warrant not only its continuance but also its expansion. 
The fact that we do not have to show a balance sheet of human profits is no 
adequate excuse for not trying to devise techniques that give at least some 
indication of success or failure. In our study last year of 161 delinquents who 
were followed up 6 years after they were placed under our supervision, using 
rather stiff criteria of success, it was suggested that there was unquestionably 
successful adjustment in 71.5 per cent. of the cases, partial success in 15.5 per 
cent., and failure in but 13 per cent. In the study of the “400 Big Brother 
Cases’, some attempt was made to rate success or failure of the boys during 
supervision. It was estimated that full success was being achieved in 49.5 per 
cent. of the boys; partial success was indicated in 43 per cent.; and in 7.5 per 
cent. of the cases there was apparently complete failure in dealing with the 
problem presented. Whether these results are good or bad in the field of work 
we are doing can really only be guessed. There are no comparable studies. The 
findings recorded are at least interesting. 

In conclusion, may I suggest that we have tried to indicate that the Big 
Brother Movement is a private social agency existing for the sole purpose of 
advising and helping the individual boy with a problem. Its job is a specialized 
one—social work with boys. It co-operates with social agencies interested in the 
home, with other organizations and institutions interested in the boy, and with 
movements and interests arising to improve the social welfare of the community. 
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JOHN GERALD FITZGERALD 


7 OWARDS the latter part of June, there passed from this present scene a 

great Canadian, the recognized leader in public health of the Dominion. 
If, during the past twenty years, any public health worker in Canada had been 
asked to name the outstanding authority in his field, the immediate answer would 
have been “FitzGerald”. Rarely does a man receive such recognition from 
his colleagues, and even less frequently is this recognition based upon a common 
agreement as to his merits. 

FitzGerald graduated from the University of Toronto in 1903. After a 
period of internship, he was, for a short time, attracted to psychiatry, an 
interest he never lost, but he was soon drawn into the relatively new science 
of bacteriology. It was during the years 1910 and 1911, when he was studying 
at the Pasteur Institutes in Paris and Brussels, and later on at Freiburg, that 
he visualized the possibilities of an antitoxin centre in Canada. 

What followed, it seems to me, was typical of FitzGerald. Not only was 
he blessed with vision, but he had, as well, the capacity to plan and the ability 
to carry his plans through to their completion. The vision came to him while he 
was abroad; the fruition is seen in his own country, in the Connaught Labora- 
tories, one of Canada’s most valuable possessions, providing the Dominion with 
the best in biological products for the prevention and treatment of disease, while, 
at the same time, serving as one of the country’s most active research laboratories. 

It was because of his scientific background that he rose so rapidly in public 
health. Early in his career, his interest was in the bacteriological laboratory, 
but it soon extended into the applied field of communicable disease control, and 
here, FitzGerald was a realist as well as a scientist. That explains why the 
previous generation of public health administrators turned to him so consistently 
for advice in their problems. To us, of his own generation, he was friend and 
counsellor ; for the generations to come, he will be an inspiration. 

Another great achievement which lies to his credit is the School of Hygiene 
of the University of Toronto. When The Rockefeller Foundation decided to 
assist in the establishment of a school of hygiene in Canada, there is no doubt 
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but that their choice of its location was influenced by the fact that FitzGerald 
was the obvious man to direct such a school, and FitzGerald was in Toronto. 

FitzGerald had not waited for the creation of a School of Hygiene to pro- 
mote education in public health. At the close of the first World War, in which 
he served with distinction in Canada and in France, he was appointed Professor 
of Hygiene and Preventive Medicine at the University of Toronto. From that 
time on, he worked to develop undergraduate and graduate teaching. His 
department was one of the first to provide anything like a satisfactory course in 
preventive medicine for undergraduate medical students. The School of Hygiene 
made possible the provision of more adequate staff and facilities for graduate 
teaching, greatly strengthened because of its association with the Connaught 
Laboratories. The School has become world-famous as a teaching and research 
centre. 

Obviously, no man did all this alone. Much credit goes to his associates, 
but it was FitzGerald who selected these men and who provided the leadership 
under which so much was achieved. He never lost an opportunity of expressing 
his admiration for and his trust in his fellow-workers. 

FitzGerald was not only a great Canadian. He had an international reputa- 
tion. He travelled extensively and so was well known personally in many 
countries. For years, he was first a member of the International Health Board of 
The Rockefeller Foundation and later a Scientific Director of the International 
Health Division of the Foundation. He represented Canada on the Health Com- 
mittee of the League of Nations, and was a member of the League’s Permanent 
Commission on Biological Standardization. 

Throughout his life, he was active in many organizations. As a member 
of the Dominion Council of Health, he was particularly valuable. He was at 
his best in such a group. Many organizations will miss the clarity and incisive- 
ness of his mind when dealing with their problems. To all, he gave unstintingly 
of the best that was in him, not for his own glorification but to promote those 
things he thought worth while. 

My own friendship with FitzGerald dates back to the last war. As the 
years went on, our common interests multiplied, and I developed a great admira- 
tion for him. More and more I became impressed with his unfailingly good 
judgment, enlivened by the fire and charm which he had inherited from his Irish 
ancestors. He came nearer to viewing a question impersonally than anyone else 
I have ever known. He was interested in the cause rather than in the man. He 
would not waste time on anything he considered to be useless or unimportant, 
but he would go to the utmost limits when he believed a cause was deserving. 
He was not parochial, and the work that was being done in any centre in Canada 
was as important to him as his own. We, at McGill, constantly looked to him 
for the help he was always ready to give. 

Our sympathy goes to his family, and we join his confréres at Toronto in 
deploring the loss of a friend and a leader. 

Grant Fleming 
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JOHN GERALD FITZGERALD. 
M.D., LL.D., F.R.S.C., F.R.C.P.(C.) 


R. Joun GerALp FitzGeratp, Director of the School of Hygiene and 
of the Connaught Laboratories, University of Toronto, died in Toronto on 
June 20th. 

Dr. FitzGerald, son of William FitzGerald and Alice Woollatt, was born in 
Drayton, Ontario, on December 9, 1882. He attended high school at Harriston, 
Ontario, entered the University of Toronto in 1899, and graduated in medicine 
with the degree of M.B. in 1903 (M.D., 1920). Being interested in psychiatry, 
he chose the Buffalo State Hospital for his intern year, and following this he 
spent a year as clinical assistant in the Sheppard Hospital, Baltimore. Return- 
ing to Toronto in 1907, he was appointed pathologist and clinical director of the 
Toronto Hospital for the Insane and demonstrator in psychiatry at the Univer- 
sity of Toronto. The application of clinical laboratory procedures to the prob- 
lems of psychiatry had a particular appeal for him and led to his spending the 
following year as a research student at Harvard University. During this time 
he developed a great interest in pathology and bacteriology, and in 1909 he was 
appointed lecturer in bacteriology at the University of Toronto. He continued 
in this post until 1911, when he was appointed associate professor of bacteriology 
at the University of California. During the summer of 1910 he carried on 
studies in the Pasteur Institutes in Paris and Brussels, establishing life-long 
friendships with Roux, Bordet, and other great leaders. The following summer 
he engaged in bacteriological studies at the University of Freiburg. 

Returning to America, he carried back a vision of what might be accom- 
plished in his own university and in Canada in the practical application of the 
many advances in serum and vaccine therapy. In Boston, New York, and 
Albany there had already been established, under state or city auspices, labora- 
tories for the preparation of essential public health biological products through 
the proper use of which the toll of deaths from diphtheria and certain other 
communicable diseases was being greatly reduced. When the invitation came 
to him to return to the University of Toronto in 1913 as associate professor of 
hygiene, he realized that the opportunity which he had so desired was at hand. 
Through the co-operation of Dr. John A. Amyot, then professor of hygiene 
and director of the laboratory of the Provincial Board of Health of Ontario, 
facilities were afforded him, and within a few months the first anti-rabies vaccine 
to be prepared in Canada was made available. To the University authorities 
Dr. FitzGerald outlined plans which he had originated to further research in 
hygiene and preventive medicine and to provide that sera and vaccines of value 
in public health be prepared in Canada, and distributed throughout the Dominion, 
in such a manner as would ensure their being of high quality and low price. 
Lest valuable time be lost, he commenced at his own expense the preparation 
of diphtheria antitoxin. Within a few months the Governors of the University 
of Toronto undertook responsibility for Dr. FitzGerald’s venture, and on May 
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1, 1914, his Antitoxin Laboratory became an officially recognized organization 
within the Department of Hygiene of the Faculty of Medicine of the University, 
and he was appointed Director of this laboratory. From these small beginnings, 
and deriving directly from Dr. FitzGerald’s vision and leadership, there de- 
veloped the organization which became known as the Connaught Laboratories 
in accordance with a provision of a most generous gift which the late Sir 
Albert Gooderham volunteered in 1915 and completed in 1917, whereby the 
University of Toronto was presented with a fine farm and splendid laboratory 
buildings for the use of its antitoxin laboratory. 

Early in the Great War of 1914-18, Dr. FitzGerald enlisted in the Canadian 
Army Medical Corps. Desiring to serve overseas, he transferred to the Royal 
Army Medical Corps in 1918, as major in command of a mobile laboratory in 
France. Later he served as assistant adviser in pathology to the Fifth British 
Army. 

On his return from overseas, he was appointed Professor of Hygiene and 
Preventive Medicine, Faculty of Medicine, University of Toronto. In 1922 
he accepted an invitation from the University of California to spend a sabbatical 
year serving as Professor of Bacteriology and Experimental Pathology during 
the absence of Professor Frederick P. Gay, one of his closest friends. 

Concurrent with continuous expansion of the work of the Connaught 
Laboratories, Dr. FitzGerald continued his interest and activity in teaching of 
both graduates and undergraduates. He constantly promoted the development 
and improvement of post-graduate courses in public health, realizing that well- 
trained medical and other public-health personnel are essential in any effort to 
decrease preventable morbidity and mortality. In 1924 plans were completed 
for the establishment of a School of Hygiene in the University of Toronto to 
serve primarily as a national centre for teaching of post-graduate students. 
Through the generosity of The Rockefeller Foundation, funds were provided for 
the erection of a building to house this school, and for a substantial endowment. 
In the new building certain sections of the Connaught Laboratories were 
accommodated, and Dr. FitzGerald became Director of the school, at the same 
time continuing as Director of the Connaught Laboratories and as head of the 
Department of Hygiene and Preventive Medicine, Faculty of Medicine. 

In 1932 Dr. FitzGerald was appointed Dean of the Faculty of Medicine, 
University of Toronto. This was a tribute which was greatly appreciated, 
marking as it did the recognition by the Faculty and by the University of the 
important place now occupied by the subjects of hygiene and preventive medicine 
in university curricula, as well as being an expression of confidence in his ability 
and leadership. After completing a term of three years as Dean, he continued 
for a fourth year at the request of the University. 

In 1923-26 he served as a member of the International Health Board of 
The Rockefeller Foundation, and when this board had been succeeded by the 
Foundation’s International Health Division he served as a member of the Board 
of Scientific Directors of this division for two terms of three years each, 1931-34 
and 1936-39. In 1927 he represented Canada at the International Rabies Con- 
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ference in Paris. He served as a member of the Health Committee of the League 
of Nations from 1930 to 1936, being vice-president in 1933. He was appointed a 
member of the Permanent Commission on Biological Standardization of the 
Health Organisation in 1935. He gave his time also to many national, provincial 
and local organizations. He was a charter member of the Dominion Council of 
Health, being appointed when the Council was established in 1920. As a member 
of the Associate Committees on Tuberculosis Research and on Animal Diseases 
of the National Research Council of Canada, he took an active part in advancing 
these research studies. He served as a member of the Advisory Council of the 
Ontario Research Foundation, as a trustee of The Banting Research Foundation, 
as a member of the committee advisory to the Insulin Committee, University of 
Toronto, and as a member of the Advisory and Research Committees of the 
Canadian National Committee for Mental Hygiene. Realizing the importance of 
strengthening research facilities in every way, Dr. FitzGerald took an active part 
in the development of plans whereby the National Research Council of Canada 
would take an important part in promoting medical research, and was appointed 
a member of the Associate Committee on Medical Research which was organized 
by the Council in 1938. He was actively associated for many years with the 
Canadian Medical Association, serving as a member of the executive, of the 
Council, and on many committees. He served also as a member of the execu- 
tives of the Canadian Public Health Association and the Canadian Tuberculosis 
Association, as Honorary Adviser in Public Health Administration to the 
Department of Health of Ontario, and as Honorary Consultant to the Victorian 
Order of Nurses. He was honoured by many societies. In 1920 he was elected 
a Fellow of the Royal Society of Canada; in 1925 he received the degree of LL.D. 
from Queen’s University; and in 1931 he was made a Fellow of the Royal 
College of Physicians and Surgeons of Canada. He was a Fellow oi the 
Academy of Medicine, Toronto, of the American Public Health Association, and 
of the American College of Physicians. 

Dr. FitzGerald’s interests in international public health were most extensive. 
During the winter of 1933-34 he joined General F. F. Russell, then Director of 
the International Health Division of The Rockefeller Foundation, and Dr. 
W. W. Jameson, Dean of the London School of Hygiene and Tropical Medicine, 
in making, for the International Health Division, a survey of health conditions 
in India, Ceylon and Egypt. Recognized as an outstanding authority in the 
teaching of preventive medicine, he was invited by the Division of Medical 
Sciences of The Rockefeller Foundation to make a survey of the teaching of this 
subject in medical schools. To this end, assisted by Dr. C. E. Smith of Stanford 
University, he visited, in 1936-37, leading medical centres in Europe and North 
America, and the findings of their survey were published in a comprehensive 
report. 

He made many contributions to scientific literature. To meet the needs 
of medical students he published “A Laboratory Guide in Bacteriology” (1911) 
and “An Introduction to the Practice of Preventive Medicine” (1922), a text- 
book which was extensively used. 
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The strain of years of intensive work having taken their toll, an illness 
in 1938 led to its being necessary for Dr. FitzGerald to be relieved temporarily 
from his active duties in order that he might have an extended period of con- 
valescence and rest. In April of the current year he was able to return home 
greatly improved. With him, his many friends and colleagues hoped and 
expected that he would be able within a few months to resume his work. This, 
however, was not to be. Instead he had a relapse and suffered a severe collapse 
followed by four days of acute illness, terminated by his death on June 20th. 
He is survived by his widow, Edna May Leonard FitzGerald, a daughter, 
Mary Leonard FitzGerald (Mrs. Thomas F. Whitley), and a son, John Desmond 


Leonard FitzGerald. R. D. Defries 


AN APPRECIATION FROM THE INTERNATIONAL HEALTH 
DIVISION OF THE ROCKEFELLER FOUNDATION 


At a meeting of the International Health Division of the Rockefeller Foun- 

dation held in New York on June 27th, it was resolved that “the following 
account of the life and accomplishments of Dr. John Gerald FitzGerald, former 
Scientific Director, with the expressions of appreciation and sympathy which 
it contains, be adopted and entered in the minutes.” 

“Doctor John Gerald FitzGerald died in Toronto June 20, 1940, at the 
age of fifty-eight years. He is survived by his widow, the former Edna Leonard 
of London, Ontario, whom he married April 9, 1910; by a daughter Mary 
Leonard (Mrs. Thomas F. Whitley); and by a son, John Desmond Leonard, 
now a student of medicine in the University of Toronto. 

“Doctor FitzGerald was born in Drayton, Ontario, December 9, 1882. 
He received the degree of M.B. in 1903 and the M.D. degree in 1920 from the 
University of Toronto, and the same year became a Fellow of the Royal Society 
of Canada; he was awarded an LL.D. degree by Queen’s University, Kingston, 
Ontario, in 1925. He has been recognized for years as an international auth- 
ority in the fields of bacteriology and hygiene. As such he has been closely 
related to programs and projects which the Rockefeller Foundation has sup- 
ported. He served as a member of the Foundation’s Health Board from 1923 
to 1926, and was a member of the Board of Scientific Directors of its successor, 
the International Health Division, for two terms of three years each, the first 
for the period June, 1931, through 1934, and the second from 1936 through 
1939. 

“The University of Toronto School of Hygiene was organized in 1924, 
when the International Health Division contributed $400,000 for buildings and 
$250,000 toward endowment. The endowment was increased by $600,000 by 
the Rockefeller Foundation in 1931. Doctor FitzGerald was appointed first 
Director of the School and Professor of Hygiene, positions which he held until 
his death. Since 1913 he had been Director of the Connaught Laboratories 
of the University of Toronto, which are closely integrated with the School of 
Hygiene. He was Dean of the Faculty of Medicine of the University of 
Toronto from 1932 to 1936 when he resigned and took a year’s leave from the 
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School of Hygiene to study the teaching of preventive medicine in medical 
schools of the United States, Canada, the British Isles, and other countries of 
Europe under the auspices of the Foundation’s Division of Medical Sciences. 

“During the early part of his career Doctor FitzGerald broadened his 
training and experience in North America and Europe and came to be recog- 
nized as one of the world’s ranking medical scientists. Prior to 1909 he special- 
ized in neurology and psychiatry, but he then concentrated on the fields of 
bacteriology, hygiene and public health. In them his contributions have been 
notable. His high standing in the medical and public health fields is reflected 
by the numerous posts he held. From 1911 to 1913 he was Associate Professor 
of Bacteriology in the University of California; during the World War he served 
overseas as pathologist with the rank of Major in a mobile laboratory attached 
to the British Fifth Army; he was a charter member of the Dominion Council 
of Health; he served on the Health Committee of the League of Nations from 
1930 to 1936 and on the Permanent Commission on Biological Standardization 
of the League; he was Canadian representative at the International Rabies 
Conference in Paris. He was productive in research activities, many of which 
were published. He was author also of numerous scientific articles and of the 
widely used textbooks ‘“‘Laboratory Guide in Bacteriology” (1911) and “‘In- 
troduction to the Practice of Preventive Medicine’ (1922). 

“Doctor FitzGerald was quiet, genial, tactful, farsighted, and to a rare 
degree he possessed constructive imagination. He was a comrade and friend 
of his colleagues and students. The Dominion and Provincial health officers 
sought and relied upon his counsel. He exerted a remarkable influence in the 
advancement of medicine and public health throughout Canada and he kept 
in intimate touch with events in Canada and elsewhere. He brought together 
in the faculty of the School of Hygiene a very able group of men and women 
who have made important contributions to knowledge and to the training of 
public health personnel. They will be able to carry on the work he organized, 
but his place will be difficult if not impossible to fill. 

“In view of the long association of Doctor FitzGerald with the Inter- 
national Health Division and the valuable services which he has rendered, the 
Board of Scientific Directors in adopting this resolution wishes to express a 
deep sense of loss in his death and to extend their profound sympathy to Mrs. 
FitzGerald and to his son and daughter.” 


AN APPRECIATION 


REVENTIVE medicine has lost a great leader in the passing of Professor 

FitzGerald. His organizing ability and fine judgment in choosing promising 
and able men for his associates and helpers were two of his outstanding qualities, 
and the loyalty he inspired is shown by the long and devoted service so many of 
them have rendered. Sensitive and highly strung, and never too robust, he was 
ambitious to a degree for the ever growing success of the work to which he had 
devoted his life ; but he gave himself too little respite and really became a martyr 
to his work and to his high ideals regarding it. 
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My own friendship with Dr. FitzGerald began when I tented with him at 
Niagara Camp in 1915 and ended only when he left us in this month of June. 
The close association I had during these intervening years with my old friend 
“Fitz” will be an abiding and happy memory shared alike by all those who were 
fortunate enough to enjoy the same high privilege —George D. Porter. 


AN APPRECIATION 


T was a shock to learn of the death of Dr. FitzGerald. Exactly seven weeks 

to the day before this announcement he had paid me a visit. I knew that he 
had been very ill. Confined to the house myself and out of touch with current 
events, I had not learned of his return home. I was rejoiced to see him looking 
so well. He was the picture of health, cheerful, happy and with the chat, 
gesture and laugh of old times. We had a talk of an hour or longer and, as he 
rose to go, his last words were: “I shall be back again to see you before long.” 
Alas for human prediction: I shall see him no more. 

We had been cronies over a long period of years. Ever since I had come 
to the Provincial Board of Health as Chief Officer, he had been my confidant and 
adviser in matters of public health. He was a valuable friend, a sterling 
character, always ready to help and oblige. He was ambitious, but it was a 
selfless ambition; it was directed to the public good. He was sensitive and 
quick-tempered, but in all our years of association I do not recollect that we ever 
had a serious dispute. 

About the beginning of the War, when he was coming to the fore at the 
University, I glimpsed his ambition. It was to make his department a great 
laboratory and teaching centre for medicine and all that this implies. This 
included the production of diphtheria antitoxin and other biological products, 
which had just been aided by the generous gift of Col. (later Sir) Albert 
Gooderham of some fifty acres of land in York County for an antitoxin farm. 
I recall the cold and drizzly autumn day upon which it was formally opened by 
the Duke of Devonshire, successor as Governor General of the Dominion of 
Canada to H.R.H. the Duke of Connaught who had graciously allowed his name 
to be associated with the project. 

Although antitoxin had been in use for about twenty years, its effect on the 
mortality rate of diphtheria in Canada had been negligible except where this 
product had been freely distributed to the public. My twenty years’ experience 
as a country doctor told me that the reason for this was the inordinate cost, and 
for some time I had been seeking a way to counteract this difficulty. Now, I 
thought, was the opportunity. 

The late Mr. W. J. Hanna was my chief. Though a layman, he had a keen 
interest in public health matters. My observation has taught me that the lay 
individual invariably makes a better Minister of Health than does a doctor. 
This, with a single exception, has been true both in Ontario and at Ottawa. In 
1914 I proposed to the Minister that we devote an unused appropriation for that 
year in the experiment of purchasing and distributing antitoxin at low cost. 
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“And just what do you expect that it will do?” he enquired. 

“TI don’t know,” I replied, “but I do know that in cities like Toronto and 
elsewhere with free antitoxin, the death rate is much lower than in the country 
at large, where the public is obliged to pay a high price for what is dumped on 
us from outside.” 

I had to explain the whole situation, the proposed method of -distribution, 
where I could procure the article, the estimated cost, etc. It all looks easy on 
paper; the actual difficulties were stupendous. I had to wait for days. There 
were more questions. Finally the Minister said: “We'll try it.” My foot was 
inside the door. 

Two years later I again approached my chief. I wanted to give antitoxin 
free to the public. ‘That would be popular,” said the Minister. “The public 
will be glad to get something for nothing, even if eventually they have to pay 
for it.” 

“But,” I said, “look at the benefit individually. You know that in a single 
year Ontario has had 1,200 deaths from diphtheria.” 

“How many now?” he asked. I told him. 

“We'll ask for tenders,” I said, “from the six organizations doing business in 
Canada and accept the lowest tender.” 

“How are you going to distribute it?” enquired the Minister. ‘“Distribu- 
tion will cost something, won't it?” 

“We'll make the distribution to physicians part of the contract,” I said. 

“What is your estimate of the entire cost?” was the next question. I had 
my answer ready. 

“All right,” said the Chief. “Go ahead.” 

Dr. FitzGerald’s was the lowest tender. The price per 1000 units was 
twenty-five cents, ten cents lower than in the initial experiment, and thirty cents 
below the commercial price of 1914. A similar arrangement soon spread to the 
other provinces of Canada and to the British Dominions. The necessary market 
was available; profit-making was eliminated; the plan was a success and the 







results have more than justified the experiment. The subsequent discovery of 
toxin-antitoxin and, later, of toxoid, added new weapons to the armament against 
diphtheria and the death toll from this malady was rapidly reduced. The number 
of deaths in Ontario, instead of being twelve hundred, were last year cut to 
seven and the number of cases was but one hundred and thirty-one. This re- 
markable accomplishment—it is almost miraculous—may be attributed almost 
wholly to the establishment of the Connaught Laboratories and to the free dis- 
tribution of the remedies, both curative and preventive. 

Dr. FitzGerald and I collaborated in many other health fields: in the ex- 
tension of the Ontario public health laboratories, the oldest in point of time in 
North America and now probably the most complete to be found anywhere ; 
in the set-up by divisions of administration, in the selection of well-trained 
personnel, and in the erection of travelling clinics for tuberculosis. In the latter 
connection he and I travelled to Albany, New York, Boston and other centres 
seeking ideas for this project. The establishment of a division of industrial 
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hygiene, which has done so much to curb silicosis and other ills arising from 
rock mining, was another fruit of our labours. There were endless discussions 
about county health units, which, but for the supineness of those in authority, 
might now have been flourishing. We explored the entire field of sickness 
insurance in respect to which we were in agreement that a successful plan of 
the kind must be Dominion-wide and thoroughly linked up with preventive 
medicine, for which the Connaught Laboratories and the School of Hygiene 
would be among the effective bases. 

In the meetings of the Dominion Council of Health, and various medical 
associations, Dr. FitzGerald took a prominent part. He was not inclined to 
talk for talk’s sake; his contributions were to the point and were invariably 
listened to and respected. 

His chief ambition was realized in his lifetime. The Laboratories and the 
School together form a fine monument to the greatness of the man. He left 
them in a prosperous condition with excellent staffs to carry on the work he 
had so well initiated and to perpetuate a public health service which has already 
done so much for the country. He was, as far as the public good is concerned, 
a “constructive statesman.” His premature death is a national loss, but there 
is comfort in the thought that there are competent hands to “take up the cross” 
and follow in his footsteps —John W. S. McCullough. 








A MESSAGE FROM THE PRESIDENT OF THE 
CANADIAN PUBLIC HEALTH ASSOCIATION 





Everyone in Canada in convinced of the necessity of concentrating 
all our energies on the one task of winning the war. It is not necessary 
for me to remind the members of the Canadian Public Health Association 
that the maintenance of health is of paramount importance. At no 
time has a greater opportunity been given to the Canadian Public 
Health Association to take a forceful stand for the safeguarding of the 
health of our people. There is a real danger that the essentials for the 
preservation of health and for the continued attack on communicable 
diseases may be overlooked in the stress of the efforts for maximum 
output in all lines. Experience has demonstrated beyond question that 
maximum efficiency is dependent upon the application of the principles 
of hygiene, mental as well as physical. Meeting in Winnipeg, in 
conjunction with the Manitoba Medical Association, and bringing 
leaders from all parts of Canada, the Association can make a vital 
contribution to the common objective. 


Deputy Minister of Public Health, 
Province of Saskatchewan. 
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TWENTY-NINTH ANNUAL MEETING 
CANADIAN PUBLIC HEALTH ASSOCIATION 
In Conjunction with the Annual Meeting of the 
MANITOBA MEDICAL ASSOCIATION 
Fort Garry Hotel, WINNIPEG, Manitoba 
SEPTEMBER 19 - 21, 1940 


»« 


Directory of Sessions 





THURSDAY, SEPTEMBER 19 
9.00 a.m. Registration. 
9.30 a.m. General session, Canadian Public Health Association. 

12.30 p.m. Executive Council, Canadian Public Health Association: Luncheon and business 

session. 
2.00 p.m. Joint session, Canadian Public Health Association and Manitoba Medical Asso- 
ciation. 


8.30 p.m. Public meeting (Auditorium Concert Hall). 





FRIDAY, SEPTEMBER 20 


9.00 a.m. General session, Canadian Public Health Association. 

12.30 p.m. Joint luncheon, Canadian Public Health Association and Manitoba Medical 
Association. 

2.00 p.m. Joint session, Canadian Public Health Association and Manitoba Medical Asso- 
ciation. 

7.30 p.m. Joint dinner, Canadian Public Health Association and Manitoba Medical Asso- 

ciation, followed by a dance. 


SATURDAY, SEPTEMBER 21 


9.30 a.m. General session, Canadian Public Health Association: Symposium on the Pre- 
school Child. Program arranged by the Public Health Nursing Section. 


















»« 


PROGRAM FEATURES 


HE Canadian Public Health Association will meet with the Manitoba Medical Association 
in two joint sessions, on Thursday and Friday afternoons. The annual dinner of the associations 
will be held jointly, on Friday evening, and there will be a joint luncheon on Friday. On 
Thursday and Friday mornings the Canadian Public Health Association will hold general sessions, 
and on Saturday morning the Public Health Nursing Section has arranged a program on the pre- 
school child. There will be a public meeting on Thursday evening. 





The first joint session, on Thursday afternoon, will present a preliminary report on maternal 
deaths, arising from the mortality survey and the pregnancy survey undertaken by the Department 
of Health and Public Welfare of Manitoba in co-operation with the Manitoba Medical Asso- 
ciation, the Department of Pensions and National Health, and The Rockfeller Foundation. The 
subject will be introduced by Dr. F. W. Jackson, Deputy Minister of Health and Public Welfare, 
and the other speakers will include Dr. J. D. McQueen, Dr. Ross Mitchell, Dr. Brian Best, Dr. 
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F. G. McGuinness, and Dr. S. Kobrinsky. Dr. John A. Ferrell, Associate Director of the Inter- 
national Health Division, The Rockfeller Foundation, New York, will be chairman for this session. 

Two subjects will be considered at the second joint session on Friday afternoon. Dr. Duncan 
Graham and Dr. P. H. T. Thorlakson will discuss the medical and surgical aspects of peptic ulcer 
and the remainder of the afternoon will be devoted to a discussion of child hygiene. The health 
of the school child will be discussed by Dr. J. T. Phair, Toronto. Dr. Harry Medovy, of Winnipeg, 
will review the prophylaxis and therapy of whooping cough, and Miss Anna Speers, Dietitian 
of the Children's Hospital, Winnipeg, will outline substitute and economical diets for children 
in wartime. 


At the first general session of the Canadian Public Health Association on Thursday morning, 
addresses of welcome will be given by the Hon. |. B. Griffiths, Minister of Health and 
Public Welfare, and by Alderman A. S. Bardal, Chairman of the Department of Health of Winnipeg. 
Industrial hygiene and national defence will be discussed by Dr. J. G. Cunningham, Director of 
the Division of Industrial Hygiene, Department of Health of Ontario. The work of the St. James- 
St. Vital Health Unit, which won first place in the 1939 Canadian Rural Health Conservation 
Contest, conducted by the Association, will be reviewed by the director, Dr. |. M. Cleghorn. 
Developments in public health in the city of Montreal during the past three years will be outlined 
by Dr. Ad. Groulx, Director of the Department of Health. The remaining four papers will 
discuss the problem of safe milk. The subject will be introduced by Dr. M. S. Lougheed, Medical 
Officer of Health of Winnipeg; Dr. J. S. Fulton, Director of the Animal Diseases Laboratory 
of the University of Saskatchewan, will discuss contagious abortion of cattle and undulant fever 
in man; Dr. C. E. Dolman, Director, Division of Laboratories of the Provincial Board of Health 
of British Columbia, will outline the present status of milk-borne disease hazards; and Dr. A. E. 
Berry, Director of the Division of Sanitary Engineering of the Department of Health of Ontario, 
will review the progress in pasteurization in Ontario. 

On Thursday evening there will be a public meeting in the Civic Auditorium. The chairman 
will be Dr. Duncan Graham of Toronto, president of the Canadian Medical Association. Dr. 
Harold Wookey, of Toronto, will speak on cancer and its control, and Dr. Donald H. Williams 
of Vancouver will outline recent progress in the control of venereal disease. 


The general session on Friday morning will present seven papers of interest to practising 


physicians as well as those engaged in public health work. Dr. Maxwell Bowman, of the Depart- 
ment of Health and Public Welfare of Manitoba, will discuss the recent epidemic of typhoid 
fever in St. Boniface. Dr. G. F. Amyot, Provincial Health Officer of British Columbia, has been 
invited to discuss recent trends in public health administration in Canada and the U.S.A. At 
this session Dr. R. O. Davison, Deputy Minister of Public Health of Saskatchewan and President 
of the Association, will give his presidential address. Dr. R. G. Ferguson, Director of Medical 
Services and General Superintendent of the Saskatchewan Anti-Tuberculosis League, will speak 
on the protection of unavoidably exposed persons against tuberculosis. Progress in public 
health in the Province of Quebec, notably in the provision of full-time health services for rural 
areas, will be recorded by Dr. Jean Gregoire, Deputy Minister of the Ministry of Health. Dr. 
Stewart Murray, Senior Medical Officer of the Metropolitan Health Committee of Vancouver, 
will discuss mental hygiene as a part of a school health program; and Dr. R. J. Gibbons, Assistant 
Chief of the Laboratory of Hygiene, Department of Pensions and National Health, will speak 


of further work undertaken in the surveys of Rocky Mountain spotted fever and sylvatic plague 
in Western Canada. 


There will be a joint luncheon of the associations on Friday. A feature of this session will 
be the presentation of the awards in the 1939 Canadian Rural Health Conservation Contest. In 
the evening the members of both associations will meet for their annual dinner, which will be 
followed by a dance. At the dinner honorary life membership in the Canadian Public Health 
Association will be conferred upon Dr. E. W. Montgomery, Professor Emeritus in Medicine, 
University of Manitoba, and to the Hon. J. M. Uhrich, M.D., Minister of Public Health and 
Provincial Secretary, Province of Saskatchewan. 


The program on Saturday morning has been arranged by the Public Health Nursing Section 
and will present a symposium on the preschool child. The meeting will be followed by a luncheon. 





PUBLIC HEALTH ADMINISTRATION 


QUALIFICATIONS 


N December 1, 1939, changes in 
legislation relating to qualifications 

for medical officers of health, public 
health nurses, and sanitary inspectors 
became effective in the Province of 
Ontario. From that date, all health 
officers appointed to a full-time position 
are required to secure, prior to their 
appointment, a certificate or diploma 
issued by a Canadian university follow- 
ing not less than one year’s full-time, 
post-graduate study of public health or 
a similar qualification issued by a uni- 
versity outside Canada and accepted 
as equivalent by a Canadian university. 
No person shall be appointed as a 
part-time medical officer of health for 
a municipality with a population ex- 
ceeding 4,000 unless prior to his ap- 
pointment he has completed a course 
of instruction designated by the Min- 
ister of Health or has had at least five 
years’ experience in a comparable 


municipality in Ontario. 


Any part-time medical officer of 
health for a municipality having a 
population of less than 4,000 shall 
within one year of his appointment 
complete a course of instruction desig- 
nated by the Minister of Health. 

In respect to sanitary inspectors, no 
person shall be appointed as a full-time 
sanitary inspector unless he is a veter- 
inary surgeon or unless prior to his 
appointment he has secured the cer- 
tificate granted by the Canadian Public 
Health Association or by certifying 
organizations recognized by the Asso- 
ciation for this purpose. 

Specific regulations governing the 
qualifications for public health nurses 
have also been drafted. A nurse who 
is working under the daily supervision 
of a directing nurse in charge of pub- 
lic health nursing must be registered 
under the Nurses’ Registration Act. 
She must also hold a certificate from 
a university certifying that she has 
completed a course of not less than one 
year in public health nursing. 
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FOR PuBLIC HEALTH PERSONNEL IN ONTARIO 


A nurse who is not working under 
daily supervision requires in addition 
two years’ experience in nursing fol- 
lowing graduation, preferably in public 
health nursing. 

Facilities for obtaining the necessary 
qualifications for full-time health 
officers have been available in Ontario 
for some years. Courses for the 
Diploma in Public Health as granted 
by the University of Toronto are regu- 
larly given in the School of Hygiene. 

The course of instruction is arranged 
in four terms and the work may be 
extended over a period of more than 
one year. Each term consists of two 
months and medical officers of health 
are permitted to take the work of one 
term, completing the course at some 
subsequent time. 

To provide facilities for the training 
of part-time health officers as presently 
required under the new regulations, the 
Department of Health of Ontario with 
the School of Hygiene, University of 
Toronto, has provided a course of in- 
struction designed to meet the new re- 
quirements. This course extends over 
a period of five weeks. The first course 
was held on May 20, 1940 and was at- 
tended by six part-time health officers 
from municipalities of over 4,000 popu- 
lation. The lectures in the course were 
given in the School of Hygiene and 
were supplemented by practical demon- 
strations and clinical instruction. It 
has been arranged that part-time health 
officers requiring to take this course 
may take the work of one term of the 
Diploma in Public Health course which 
extends over a period of two months in 
lieu of the special course of five weeks. 
Such medical officers of health will re- 
ceive credit for the work of the term 
and may complete the courses leading 
to the Diploma in Public Health at a 
subsequent date. The Department of 
Health of Ontario made a contribution 
of $200 toward the expenses of each 
physician taking the special course of 
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five weeks. This was designed to re- 
imburse the physician for his out-of- 
pocket expenses while in Toronto. 

To provide for part-time medical 
officers of health to be appointed in 
municipalities with a population of less 
than 4,000, the Department of Health 
of Ontario provided a session of three 
days immediately preceding the annual 
conference of the health officers, on 
June 10, 11, and 12. Instruction in 
this course was given by members of 
the Department of Health and served 
to acquaint the newly appointed health 
officers with recent legislation and 
regulations. The directors of the vari- 
ous divisions outlined the work of their 
division and the responsibilities of 
health officers. This three-day session 
was attended by 46 part-time health 
officers. 

It is purposed to hold the five-week 
course from time to time, thus provid- 
ing training for part-time health 
officers of municipalities of 4,000 popu- 
lation and over at the time of their 
appointment. Some part-time health 
officers will elect to take the work of 
one of the terms of the Diploma in 
Public Health course. These terms 
commence on September 23, 1940, 
November 18, 1940, January 27, 1941, 
and March 24, 1941. 

Detailed information concerning the 
courses can be obtained from the Chief 
Health Officer of Ontario. 


ANNUAL MEETING, ONTARIO HEALTH 
OrFIcers ASSOCIATION 


WirTH an attendance of five hundred 
and twenty-five, the twenty-sixth an- 
nual conference of the Ontario Health 
Officers Association was held in To- 
ronto on June 13th and 14th under the 
presidency of Dr. C. A. Warren, 
Medical Officer of Health of York 
Township. The sessions included two 
luncheon meetings, the first of which 
was addressed by the Hon. Harold J. 
Kirby, K.C., Minister of Health. The 
newly formed Section of Public Health 
Inspection Services, for which pro- 
vision was made at the annual confer- 
ence in 1939, provided two section 
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meetings and four speakers for the pro- 
gram of the first general session. 

At this meeting the veterinarians 
serving in public health work in 
Ontario organized a section of the 
Association under the title “Veterinary 
Public Health Services Section”. Dr. 
William Moynihan, Toronto, was 
named president and Dr. Wilfred 
Rumney, Hamilton, secretary, with an 
executive committee consisting of Dr. 
Herbert Davis, Aylmer, Dr. R. V. L. 
Walker, Ottawa, Dr. O. S. Nordland, 
Sarnia, and Dr. Frank J. Cote, Guelph. 

The Committee on Resolutions sub- 
mitted resolutions covering recommen- 
dations to the Department of Health 
that consideration be given to legisla- 
tive amendments in regard to an allow- 
ance for the attendance of the medical 
officer of health at the annual confer- 
ence ; definition of the duties and obli- 
gations of the medical officer with re- 
spect to the local health program; and 
change in length of tenure of office of 
those members of the local board of 
health appointed by the municipal 
council in both urban and rural 
municipalities. 

The following officers were elected 
for 1940-41: President, Dr. F. A. 
Ladouceur, Casselman; First Vice- 
president, Dr. H. B. Kenner, Strat- 
ford; Second Vice-president, Dr. J. C. 
Gillie, Fort William; Secretary, Miss 
Mary Power, Toronto; Executive 
Committee, Dr. C. A. Harris, London, 
Dr. J. Edgar Davey, Hamilton, Dr. 
J. W. Mackie, London, Dr. G. B. 
Stalker, Hanover, Dr. W. E. Brown, 
Orillia, Dr. H. M. Young, Iroquois 
Falls, Dr. G. S. Cronk, Belleville, Dr. 
D. L. Dingwall, Dryden, and Dr. C. H. 
Bird, Gananoque. 


ONTARIO BRANCH OF THE CANADIAN 
INSTITUTE OF SANITARY INSPECTORS 


On the occasion of the annual meet- 
ing of the Ontario Health Officers 
Association, the sanitary inspectors or- 
ganized as the Public Health Inspec- 
tion Service group decided to function 
as the Ontario Branch of the Canadian 
Institute of Sanitary Inspectors. As 
the constitution of the Institute pro- 















vides that the President of the pro- 
vincial branch, ex officio, becomes 
councillor for that particular province, 
Mr. D. S. McKee, C.S.1.(C.) will act 
in the dual capacity. The Secretarv- 
treasurer is Mr. Melville Matthews, 
C.S.1.(C.), and the Provincial Coun- 
cillors are Mr. Gordon Miller, C.S.I. 
(C.), Windsor; Mr. Ernest Picton, 
C.S.1.(C.), Hamilton; Mr. Ronald 
MacPherson, C.S.I.(C.); Peterbor- 
ough; Mr. William G. Doidge, C.S.I. 
(C.), London; and Mr. Hugh Mc- 
Intyre, C.S.I.(C.), Kirkland Lake. It 
was decided that the annual meeting 
of the Ontario Branch should be held 
at the same time and place as the con- 
ference of the Ontario Health Officers 
Association, and that the Ontario 


Branch would assume responsibility for 
contributions to the program of the 
Ontario Health Officers Association. 


Miss EvizaAsBetuH L. SMELLIE, C.B.E., 
APPOINTED CHIEF OF R.C.A.M.C. 
NurRSING SERVICE 


Miss Elizabeth L. Smellie, C.B.E., 
chief superintendent of the Victorian 
Order of Nurses for Canada, has been 
appointed by the Department of Na- 
tional Defence as matron-in-chief in 
Canada of the Royal Canadian Army 
Medical Corps, to organize an overseas 
nursing service. She will be attached 
to the office of the Director General of 
Medical Services. 

Miss Smellie rendered distinguished 
service during the last war. Proceed- 
ing overseas in January 1915 with re- 
inforcements to the First Canadian 
Contingent, she served at the hospital 
established at Tallow, England, and 
at Le Treport, France and subsequent- 
ly was matron of Moore Barracks 
Hospital at Shorncliffe. She was 
mentioned in despatches in 1916 and 
in 1917 she received the Royal Red 
Cross, First Class. While on transport 
duty in 1918, she received word of her 
appointment as assistant to the matron- 
in-chief of the Canadian Army Medical 
Corps nursing service at headquarters 
in Ottawa. 


Miss Smellie is internationally 


Pusiic HEALTH ADMINISTRATION 








403 


known for her distinguished contribu- 
tion to public health nursing. Entering 
this field following demobilization, she 
became instructor in public health at 
the School for Graduate Nurses in Mc- 
Gill University. In 1924 she was ap- 
pointed chief superintendent of the Vic- 
torian Order of Nurses for Canada. 

Recognized as one of the outstanding 
leaders in public health nursing on this 
continent and possessing the widest ex- 
perience in military nursing, Miss 
Smellie was the logical person to as- 
sume the post of matron-in-chief of 
the overseas nursing service. Her ap- 
pointment has been received with great 
satisfaction not only by the nursing 
profession in Canada but also by the 
medical profession and the public who 
have learned of the great work of the 
Victorian Order which she has so suc- 
cessfully directed. 





ACTIVITIES OF THE DIVISION OF SANI- 
TATION, DEPARTMENT OF PUBLIC 
HEALTH OF SASKATCHEWAN 


THE services of the Sanitation 
Division have been enlisted in con- 
nection with waterworks and sewerage 
installations for the various airports 
being established in the Province of 
Saskatchewan. 

Mr. C. N. Reed, Provincial Sanitary 
Officer, has been appointed Lieutenant 
Quartermaster for the Medical Corps 
of M. D. No. 12, Regina. 

To stimulate interest in general sani- 
tation, the Division annually awards a 
certificate to the urban municipalities 
in each of eight districts receiving the 
highest grading for that year. Each 
municipality is graded on the basis of 
sanitary environment, and there is keen 
rivalry between municipalities to obtain 
the highest standing in the particular 
district in which they are located. 

Certificates issued during 1939 in 
connection with the construction, alter- 
ation or additions to waterworks and 
sewerage systems represent a total 
value of $695,000.00. New sludge 
digestion units have been recently put 
into operation at the Moose Jaw sew- 
age treatment plant. 


BOOKS AND REPORTS 


Report of the Board of Governors for 
1939, Victorian Order of Nurses 
for Canada. Published by the Vic- 
torian Order, 114 Wellington Street, 
Ottawa, 1940. 118 pages. 


In 1939 a total of 85,249 cases were 
cared for by the Victorian Order of 
Nurses and 11,261 confinements at- 
tended. These figures serve to 
emphasize the important volume of 
nursing service provided by the Order 
throughout Canada. The scope of 
the Order is indicated, too, by the 
number of nurses employed and the 
number of centres served. The num- 
ber of local associations was 91 
in 1939 and a total of 354 nurses were 
employed during the year. More 
than one-half of the visits were 
classified as free and less than one- 
third of the receipts of local branches 
were represented by fees. 

From information presented as to 
the number of free visits and the 
total volume of service it becomes 
evident that “if it were not for the 


Victorian Order of Nurses, 60 per 
cent of those now receiving necessary 
bedside care would, unless some other 


provision were made, go without 
nursing care they need, simply be- 
cause of their inability to pay for 
nursing service.” 

While statistics serve as a yardstick 
of work done and describe the popu- 
lations served, they do not, in their 
usual form, give much information as 
to the quality of service. In no 
service more than in the Order is 
reference to this aspect more im- 
portant in interpreting the program 
and its accomplishments. The human 
phases and aspects of the service and 
the assistance so frequently given to 
the individual and his family are of 
significant importance and these stand 
high in the record of achievement of 
this organization. 

In discussing the term “voluntary 
organization,’’ Miss Smellie records 
the following observation in her 
report as Chief Superintendent: 

“A voluntary organization consists of a 


group of volunteer workers who give service 
to an agency without any expectation of 
financial reimbursement. Their service is 
particularly valuable because it supplements 
the work of the professional worker, and 
their moral and financial support is essential 
if the service is to be continued. Incidentally 
members, if carefully selected, bring a breadth 
and variety of experience and viewpoints, 
interpret the function of the agency to the 
community at large, and aim to work in 
co-operation with official agencies. On the 
other hand, there is the obligation of the 
organization and professional workers en- 
gaged in it to familiarize the volunteer with 
the complete program of the organization 
and its relationship to the entire community 
set-up, national, provincial or local.” 


The great strides made by the 
Order and the substantial service now 
offered should be a source of real 
encouragement to those concerned. 
That the future offers even a wider 
scope is reflected in the fact that 
many cities and towns in Canada 
have as yet no local association. 

The Annual Report is not merely 
a routine annual review but a truly 
human document which sets out 
clearly the facts in the year’s record 
of service, and relates these and 
observed trends and developments to 
present and future needs. 

The declaration approved by the 
Executive Council upon the outbreak 
of war and included in the report of 
the Honorary Secretaries, is signifi- 
cant. It states that the Order's work 


“must not be relaxed at this time but rather 
pressed forward with renewed vigor and 
determination. Essential home services must 
not be let down at this time. The Victorian 
Order was instituted and has been main- 
tained for over forty years with one definite 
purpose—home nursing service—for times of 
war no less than times of peace. Other social 
and charitable agencies meet the special 
needs of a condition of war, but the Vic- 
torian Order as a national voluntary organi- 
zation will adhere to its regular work of 
providing nursing services in the home. This 
policy, which is of course subject to revision 
if conditions warrant it, was the policy 
adopted by the Victorian Order in the last 
war and the increased need of its home 
nursing service was fully recognized in the 
sustained support of its work by the public.” 


A. Hardisty Sellers 
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THE ASSOCIATION'S WORK DURING 1939-40 
(Part III) 


REPORT OF THE COMMITTEE ON HONORARY 
LIFE MEMBERSHIP 


HE committee has the honour to add to the list of distinguished leaders in 

public health who have been made recipients of honorary life membership in 
the Canadian Public Health Association the names of E. W. Montgomery, M.A., 
M.D., C.M., LL.D., F.A.C.P., Professor Emeritus in Medicine, University of 
Manitoba, and formerly Minister of Health and Public Welfare of the Province 
of Manitoba; and the Honourable J. M. Uhrich, Ph.C., M.D., Minister of 
Public Health and Provincial Secretary, Province of Saskatchewan. 

Dr. E. W. Montgomery had the honour of being the first Minister of 
Health of Manitoba, assuming the direction of the Department of Health and 
Public Welfare when it was created in 1928. The assumption of these duties was 
an expression of Dr. Montgomery’s keen interest in preventive medicine. As 
Professor of Medicine in the University of Manitoba, he brought to the Depart- 
ment of Health an intimate knowledge of the problems of medical education and 
of the needs of the medical profession. For a number of years he had been a 
member of the Provincial Board of Health. During the four years in which he 
continued as Minister of Health, important advances were made in the organiza- 
tion of the department. In the development of tuberculosis control in Manitoba 
Dr. Montgomery was one of the pioneers. He had a leading part in the establish- 
ment of the Manitoba Sanatorium at Ninette in 1909 and in the appointment, 
at that time, of Dr. D. A. Stewart as superintendent. Dr. Stewart’s work 
proved to be of inestimable value, and it was indeed fitting that within the past 
few months the first Doctor David Stewart Memorial Lecture in the University 
of Manitoba was given by Dr. Montgomery. Dr. Montgomery has never re- 
linquished his keen interest in tuberculosis and has continued to serve as a 
member of the Sanatorium Board of the province. Appreciating the value of 
full-time health units in the provision of health services for rural areas, Dr. 
Montgomery introduced this plan in Manitoba. His life has been intimately 
associated with the Faculty of Medicine of the University of Manitoba. As 
Professor Emeritus in Medicine, he has continued as one of the honoured 
members of the Faculty. For his distinguished work in medicine, he was 
honoured with the degree of LL.D. from his alma mater. 

The Honourable J. M. Uhrich has the distinction of having been the first 
Minister of Public Health in Saskatchewan. In 1921 he was elected to the 
Provincial Legislature and was appointed Provincial Secretary and Minister in 
charge of the Bureau of Public Health. The early story of public health in 
Saskatchewan is intimately associated with the work of the late Dr. Maurice M. 
Seymour. Dr. Seymour served for nearly a quarter of a century as Provincial 
Medical Officer of Health from the creation of the province in 1905; and in the 


405 





406 CANADIAN PusLic HEALTH JOURNAL 


development of the plans which he had for a department of public health he 
found a most effective leader in Dr. Uhrich, who, as Minister, carried forward 
the organization of the department in 1923. In 1926, on the formation of 
Premier Gardiner’s cabinet, Dr. Uhrich was appointed Minister of Public 
Works and Public Health, serving until the resignation of the government in 
September 1929. In 1934 he was re-elected and again appointed Minister of 
Public Health and Provincial Secretary. The period of almost twenty years in 
which Dr. Uhrich has been directing public health work in Saskatchewan has 
been marked by a great extension of health services throughout the province, in 
spite of pressing economic problems. Free treatment of all patients suffering 
from tuberculosis was introduced in Canada in Saskatchewan, at the commence- 
ment of Dr. Uhrich’s administration, with the result that Saskatchewan has the 
lowest tuberculosis mortality rate in the Dominion. The province has been 
provided adequately with rural hospitals, and the needs peculiar to the province 
in regard to medical and health services have been met by the plan of municipal 
physicians. Saskatchewan has led, too, in the cancer-control program. In all 
of these movements for the advancement of public health Dr. Uhrich has taken 
an important part, not only as Minister of Public Health but also as a leading 
member of the medical profession. He is serving this year as Honorary Presi- 
dent of the Canadian Public Health Association. 


J. T. Puatr, Secretary, Executive Committee. 








